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BASIC IDEAS IN HOSPITAL PLANNING 


By S. S. GOLDWATER, 


HROUGH the con- 

sistent application of 
a few basic ideas, hospi- 
tal planning can be vastly 
improved. The _ princi- 
ples involved are simple 
and easily grasped, yet 
they are not universally 
or even commonly ap- 
plied. In the present 
article I propose to pre- 
sent briefly a group of 


There are three basic principles in hos- 
pital planning, which if they could be 
commonly applied, would vastly improve 
the character of our hospital buildings. 
Unity is the first principle. The architect, 
having in mind the diversified character of 
hospital work, forgets that the institution 
must also be a unit working in harmony. 
Diversity may be carried to an extreme, 
but on the other hand, a plan may be 
adopted which is too simple in design, and 
which does not allow for sufficient special- 
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managers entered the 
hospital field, the num- 
ber of “finest hospitals in 
the world” has increased 
by leaps and bounds), 
consists of numerous 
buildings spread over 
many acres. The ward 
buildings are symmetri- 
cally placed, making a 
beautiful architectural 
picture. The medical and 
surgical wards, however, 





ideas which are regarded 
as fundamental; and to 
indicate, by reference to 
hospitals actually built 
or planned, common de- 
viations in practice which 
detract materially from efficient hospital service. 

The hospital is a place for the treatment of the 
sick. Medical treatment involves a wide variety 
of diagnostic, therapeutic, and nursing proce- 
dures, and an elaborate domestic economy. A 
well ordered hospital, doing advanced and thor- 
ough work, necessarily contains many clinical 
and other subdivisions. The specialized charac- 
ter of these subdivisions readily suggests the 
splitting of the hospital into many parts. Swayed 
by departmental interests, the architect is apt to 
be led away from the fundamental idea that the 
hospital is an organic unit, which cannot func- 
tion vigorously unless all of its departments 
function in harmony. A single example will suf- 
fice to show what happens when the principle of 
unity is disregarded. 

Illustration 1.—One of the many “finest hospi- 
tals in the world,” (since professional campaign 
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Flexibility, the 
provides for 
pital, 


sity, will make a 


functions of the hospital. 

third principle, 
expansion 
if blended with unity and diver- 


are widely separated 
and between them there 
is no easy means of com- 
munication. Multi-stor- 
ied ward buildings are 
attached to two widely separated, one-story corri- 
dors. The pathological laboratory is relatively in- 
accessible. An out-patient department is entirely 
lacking. The x-ray department is not so placed 
as to invite frequent visits from the members of 
the attending staff. The quarters of the resident 
staff are so distant from certain wards as to dis- 
courage prompt response to night calls. The 
scheme provides for an indefinite increase in the 
number of ward buildings, but makes no provision 
for a corresponding enlargement of the nurses’ 
home, or the servants’ dormitories. Obviously, in 
the planning of this hospital, the idea of unity 
did not prevail, and the plan is one which does 
not adequately promote departmental coordina- 
tion, facilitate thorough work, or smooth the way 
to well-rounded future development. 

A glance at hospital activities at once discloses 
many diverse functions. There are patients to be 


which 
of the _ hos- 


perfect institution. 
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cared for in bed and out of bed, indoors or out 
of doors, singly or in groups, in delirium or in 
convalescence. There is food to be prepared and 
distributed; there are linens to be washed, dress- 
ings to be sterilized, accounts to be kept, valu- 
ables to be stored, visitors to be received, nurses 
to be taught, housed, fed, and provided with op- 
portunities for recreation; there are operations 
to be performed, x-ray examinations to be made, 
refuse to be destroyed, coal to be stored and 
burned, animals to be housed, culture media to be 
prepared, chemical analyses to be performed, 
crowds of visitors to be received, post-mortem ex- 
aminations to be made, funeral rites to be con- 
ducted; and the hospital building must lend itself 
to the convenient performance of all of these 
tasks. 

Out of much study, during a long period of 
trial and error, there have come certain principles 
of orientation, of size, of arrangement, valid, re- 
spectively, for particular departments of a hos- 
pital; and these principles must be respected. 

If the architect considers separately each dis- 
tinctive function and plans for it appropriately 
a variety of structural outlines will emerge. If 
he then proceeds to build for each function, re- 
gardless of its place and relations in the general 
scheme, chaos will result. While the value of 
diverse forms must be recognized, the necessity 
of combining these forms into a practicable unit 
must not be overlooked. On the other hand, if a 
plan is adopted which is too simple and which is 
selected on account of its correspondence to some 
particular hospital function, the resulting build- 
ing may be satisfactory in part, but will not give 
satisfaction as a whole. 

Illustration 2.—For a hospital site of twenty 
acres in the outskirts of an important manufac- 
turing city a hospital of 300 beds was planned. 
The architect, strongly impressed with the diver- 
sity of hospital functions, prepared plans for a 
dozen buildings, each designed for a special pur- 
pose. He proposed to spread these buildings 
over the site in such a way as to utilize to the 
full the landscape values of the plot. Each of 
the proposed buildings, separately considered, 
was above criticism. The scheme, however, rich 
in diverse and specialized planning, was utterly 
lacking in unity, and would have resulted in many 
avoidable administrative complications. Fortu- 
nately, at the last moment the plan was aban- 
doned. 

Illustration 3.—In a mid-western city a beauti- 
ful hospital of 150 beds occupies the highest part 
of an extensive park. The building has five 
stories and a deep basement. Within the frame- 
work of a modified “H” all departments are ac- 
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commodated. In determining the width of the 
building, an attempt was made to fix upon a width 
that would be suitable for all purposes. The re- 
sult was a compromise. The wards are too wide; 
the private rooms are too narrow; the kitchen is 
cramped; the operating rooms are too small. The 
four operating rooms have a northern exposure; 
so also, unfortunately, have the private rooms un- 
der them. The obstetric department, located in 
the center of the building, is not a source of com- 
fort to its neighbors. The children’s ward has 
been deprived of essential features, in the attempt 
to adjust it to the given framework. The whole 
scheme is ill advised and the result is distinctly 
unsatisfactory. Unity alone was sought in the 
planning, not unity with diversity. The scheme 
is essentially a product of architectural design, 
and only secondarily a product of the study of 
hospital function. 

Illustration 4.—An elongated wing of a 500 bed 
hospital is arranged thus: basement, out-patient 
department; first, second, and third floors, pri- 
vate patients; fourth and fifth floors, wards. The 
long axis of the building is north and south; the 
private rooms face east and west; the chief expo- 
sures of the two principal wards, at the extremi- 
ties of the wing, are north and south. The pri- 
vate rooms are somewhat larger than is neces- 
sary; the wards are smaller than is desirable for 
the number of beds accommodated; the out- 
patient department, jammed in the basement, oc- 
cupies space which is entirely unsuitable for its 
purpose, for while an eight foot corridor may 
properly divide two rows of private rooms, it 
makes a wretched central waiting room for a 
dispensary. 


Flexibility Is a Third Basic Principle 


A hospital building, in which the qualities of 
unity and diversity have been happily blended, 
may be a perfect instrument at the time of its 
completion, but unless a certain measure of flex- 
ibility is added, it will not continue to satisfy. 
Remember that the hospital is an organic thing; 
that in order to maintain itself in health, an or- 
ganism must be capable of adapting itself to its 
environment, to change when the environment 
changes. Experience has shown that the condi- 
tions which constitute the environment of the 
hospital are constantly undergoing modification; 
social changes, community growth, scientific dis- 
covery, create new demands which the hospital is 
called upon to satisfy. Healthy hospitals are 
growing hospitals, but their growth is not neces- 
sarily symmetrical. New discoveries are con- 
stantly opening up new lines of medical treatment 
which call for new space-consuming therapeutic 
apparatus. Nursing standards are forever ad- 
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vancing. Novel forms of record keeping are de- 
vised, and presently are regarded as indispens- 
able. A hospital which begins as a medical board- 
ing house is eventually called upon to participate 
in health education, in the clinical training of 
medical students, in postgraduate medical teach- 
ing, in scientific research. A sudden windfall 
enables the hospital to add a new or larger ma- 
ternity department, an orthopedic department, a 
tonsils clinic, a children’s health center. Pres- 
sure is constant, from within and _ without, 
and the hospital must be in a position to accom- 
modate itself to every reasonable demand. An 
inflexible plan is foredoomed to failure. Hence, 
to the two basic qualities, unity and diversity, 
must be added a third, flexibility; and among 
these qualities, a proper balance is essential. 
Illustration 5.—For a hospital of over 400 beds 
a group of ten buildings was planned. The va- 
rious buildings of the group (ward buildings, dis- 
pensary, laboratory, service building, nurses’ 
home, private pavilion, etc.) were individually 
creditably designed and the grouping was a happy 
one. For a brief period after their completion 
the buildings were a source of pride. There stood 
the magnificent pile, a perfect whole! Evidently 
the thought of further development did not enter 
the architect’s head. But no hospital can escape 
its future. In this case the laboratory work grew 
most rapidly. A generous endowment fund was 
offered for the extension of the work of the lab- 
oratory, and its acceptance necessitated the com- 
plete destruction of the original laboratory build- 
ing and the erection of a new laboratory building 
in an awkward location on a neighboring plot. 
Illustration 6.—Forty or more one and two 
story buildings, widely spaced, constituted a hos- 
pital plant of 1,000 beds. Space remained for 
the addition of similar buildings at will. No plan 
could be more flexible. The ward buildings were 
all of a pattern, regardless of the diversity of the 
clinical work. There was no connection between 
the ward buildings above ground. The distances 
to be traversed out of doors were great. It is 
recalled that at one time the management felt 
called upon to publish statistics to prove that sur- 
gical patients who had to be carried outdoors 
from the operating rooms to distant surgical 
wards did not develop postoperative pneumonia 
any oftener than did patients in hospitals pos- 
sessing closed corridors. The management did 
not undertake to show that its forty unit hospital 
could be conveniently or economically operated, 
or that bedside collaboration between clinicians 
working in different departments was equal to 
that which prevailed in hospitals of a more con- 
centrated character. This particular hospital 
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went to the uttermost limits of flexibility, or 
rather of extensibility, but was lacking in diver- 
sity of plan, and in unity. 

Illustration 7.—A plot was selected for a new 
hospital, designed to replace an old one. In the 
old hospital, work had been carried on for thirty 
years or more without a dispensary. Under these 
circumstances, the trustees did not hesitate to 
accept a site which was large enough for a hos- 
pital minus a dispensary. A few years later the 
need of a dispensary became apparent. After 
an unsuccessful attempt to secure adjoining 
property, a dispensary was built in another street, 
entirely separate from the hospital. It then be- 
came necessary to duplicate the heating plant, 
x-ray plant, and much besides. It is easy to 
imagine the inconvenience under which the two 
branches of this hospital, physically divorced, 
carry on their joint work. 

Illustration 8.—For a hospital of 300 beds, a 
nurses’ home was built to shelter 100 nurses. For 
teaching purposes a single class room was pro- 
vided. A few years later it was found that addi- 
tional rooms were needed for teaching purposes. 
The hospital reduced the nurses’ working day 
from twelve hours to eight and was obliged to 
enlarge its nursing organization accordingly. Ad- 
ditional stories could not be added to the nurses’ 
home, since no provision for such an emergency 
had been made. Adjoining space was not avail- 
able for an extension. The hospital was com- 
pelled to build a remote “annex,” the disadvan- 
tages of which are apparent. 

A hospital which is not rich in health values 
is a failure. Health values do not reside exclu- 
sively in smooth walls, smooth floors, and rounded 
inner corners; they are many and varied, includ- 
ing certain values which tend directly to the pro- 
motion of health, such as the proper orientation 
of wards, the sun exposure of balconies, grounds 
or flat roofs accessible to patients, effective ven- 
tilation, quiet bedrooms for night nurses, advan- 
tageously placed dormitories and _ recreation 
rooms for the resident staff, proper sleeping 
quarters for other resident employees, a cheerful 
and tonic outlook; and also features which tend 
to the prevention of disease, such as receiving 
wards, quiet rooms, isolation wards, sterilizing 
equipment of many kinds, sanitary construction, 
etc. 

Illustration 9.—To a group of city hospital 
buildings, possessing a reasonable measure of 
unity, diversity, and flexibility, there was added 
a building containing two forty bed wards which 
were above criticism in the matter of sanitary 
finish, but to which not a single quiet room or 
side ward was attached. 
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Illustration 10.—As part of a notable city hos- 
pital a “U” shaped ward building of seven stories 
was planned. The long axis of the wing was 
east and west, and each wing contained a thirty 
bed ward on each floor. The building was liberally 
provided with balconies, some of which faced the 
south, the others the north. The balconies that 
face the north are sunless in winter and breeze- 
less in summer; those that face the south are 
used about ten times as often as the others. 

Illustration 11.—The plan for a 150 bed hos- 
pital for chronic cases, in which a certain benevo- 
lent order desires to care for its members, shows 
sixty-five beds occupying rooms which face the 
north. The architect concedes the advantages of 
a sunny room for a chronic invalid. His plan 
should, therefore, be modified. 

Illustration 12.—Two five story ward buildings 
are erected along the building line of a sixty foot 
street, the long axis of the ward parallel with the 
street. There are no balconies whatever. The 
erection of tall buildings on the opposite side of 
the street (which the hospital does not control or 
seek to control) will eventually deprive the wards 
of all direct sunlight. 

Illustration 13.—A hospital which is admirable 
in many respects includes a nurses’ home in which 
the nurses are dangerously and uncomfortably 
housed in large dormitories. Query: if a case of 
contagious disease occurs among the nurses, will 
the whole dormitory be quarantined? 


Economy Means Maximum Service 


It is a mistake to consider building cost apart 
from maintenance cost. Broadly speaking, econ- 
omy in use is more important than economy in 
production. A metal door frame may be cheaper 
in the end than a frame of wood, a tile floor may 
be cheaper in the end than one of composition, a 
white metal faucet may be cheaper than a red, a 
copper cornice cheaper than one of galvanized 
iron. Durability is not extravagance. 

Extravagance in hospital construction resides 
in mere exterior decoration; in the use for in- 
terior finish of costly materials which are not 
especially durable or easy to care for; in waste 
of space; and such extravagance usually carries 
with it the curse of high maintenance costs. 

Generally speaking, a concentrated institution 
is cheapest to build and to operate, but in our 
discussion of the diversity of hospital function 
we saw that extreme concentration and simplicity 
of design ultimately defeat their own ends; when 
concentration and simplicity overreach them- 
selves, the hospital is forced either to live in a 
straight-jacket or to cast off its original garment. 
To spend without proportionate present or fu- 
ture gain is to be extravagant, and such expendi- 
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ture is extravagance, even though it be committed 
in the name of unity, diversity, flexibility, health 
values, or economy. An economical hospital is 
one in which every cubic foot of construction 
gives maximum prolonged service. 

Illustration 14.—With the idea of unity in 
mind, an architect designed a magnificent city 
hospital in such a manner that a dozen or more 
buildings were made to appear as one. The ward 
buildings were the most numerous. The wards 
themselves were thirty feet wide, and for these 
wards it was thought that ceilings of fourteen 
feet in the clear would be about right. This ceil- 
ing height was carried through the entire group; 
thus scores of narrow single bedrooms, intended 
for the house staff, were given a ceiling of four- 
teen feet; so were the servants’ dormitories, and 
numerous small rooms in the pathological labor- 
atory. 

Illustration 15.—In the case of a well known 
hospital, the ward unit consists of a large open 
ward measuring about thirty-five by eighty-five 
feet and containing twenty-four beds, to which is 
attached a group of service and quiet rooms, all 
comparatively small, covering an area equal to 
that of the open ward. For the large open ward 
a ceiling height of seventeen feet six inches was 
adopted. This height obviously would have been 
ridiculous in the small rooms in the attached 
wing, and the ceilings were accordingly reduced 
by means of furred ceilings to twelve feet. What 
a waste of building material! 

Illustration 16.—To permit diversity in the 
planning of the several sections of a hospital of 
1,200 beds, and with a view to the attainment of 
maximum flexibility, a plan of so open a charac- 
ter was adopted as to necessitate the construc- 
tion of numerous connecting corridors. The indi- 
vidual buildings were hundreds of feet apart. In 
a study of the conditions under which they were 
obliged to work, the staff learned that each one 
spent more than an hour a day in the corridors. 
Estimate what these corridors cost the hospital 
in construction, the staff in energy, the patients 
in service! 

Illustration 17.—To save expense, a 400 bed 
hospital of six stories was deprived of all balco- 
nies. In this hospital the patients’ water closets 
were placed in wooden stalls. Only two elevators 
were installed (in place of four required), and a 
cheap form of composition was used for the 
kitchen floor. And the chairman of the building 
committee, a self-styled economist, was hurt when 
told that he had not built economically! 

Illustration 18.—In a private hospital, every 
patient was given a private bathroom measuring 
seven by twelve feet. In this same hospital, 
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thirty-five by thirty-five by twenty-five feet were 
chosen as suitable dimensions for the operating 
rooms. 

Illustration 19.—In a pavilion designed for pri- 
vate patients, five service rooms were attached to 
six private patients’ rooms; the service facilities 
were ample for sixteen rooms. 

Illustration 20.—A ward unit of thirty-two 
beds was so subdivided and arranged as to re- 
quire, for safe supervision at night, the presence 
of not less than four night nurses. 

Enough has been said to show that in hospital 
planning the basic ideas of unity, diversity, flex- 
ibility, health, and economy must govern. Judged 
by this test, many of the most conspicuous hos- 
pitals in the country will be found to be sadly 
deficient. Most men are imitators, and good ex- 
amples will be followed in the future, as bad 
examples have been followed in the past, if only 
the better way is made widely known. It is a 
serious mistake to present as models to be imi- 
tated the magnificent architectural piles which 
Germany produced for hospital use in the fifty 
year period preceding the World War, or Italian, 
Danish, French, or British imitations of the orig- 
inal German models. 

At a time when segregation was the only 
known means of attaining safety, it was logical 
to plan as did the architects and medical men 
who planned the Hamburg-Eppendorf Kranken- 
haus, the first and for many years the best known 
of the great pavilion hospitals of Germany. The 
idea of segregation, reinforced by professorial 
pride and independence, continued to dominate 
when Berlin produced the Virchow Krankenhaus. 
But, however interesting to the historian, these 
examples of hospital architecture do not today 
conform to vital needs. Judged by the require- 
ments of modern medicine, a hospital plant cov- 
ering sixty or eighty acres, to any part of which 
a member of the staff may be compelled to go 
again and again in the discharge of duty, or to 
any part of which a patient may have to be taken 
for examination and treatment, is a cumbersome 
burden. But if, as we must, we abandon the type 
of hospital which is all loose ends, we should not 
make the mistake of rushing to the other extreme. 
In planning a hospital today, it is a mistake to 
adopt a form so rigid as to oppose insurmountable 
obstacles to that free, incalculable, and probably 
asymmetrical growth which is indispensable to 
the efficient hospital of the twentieth century. 





The Serbs have never known how to preserve or can 
fruits and vegetables until! Red Cross workers taught some 
of the housewives last summer. No doubt that would be a 
promising field for the establishment of canning factories 
now, for once having had such luxuries the people of 
Serbia are not likely to want to give them up. 
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U. S. PUBLIC HEALTH SERVICE INCREASES 
HOSPITAL BEDS IN PENNSYLVANIA 

Plans prepared by the United States Public Health 
Service and about to be put into effect will largely in- 
crease the hospital facilities for ex-service men in Penn- 
sylvania, particularly at Pittsburgh and Philadelphia. 

At Pittsburgh the capacity of the Marine Hospital (No. 
15) will be trebled, at first, by the addition of a dozen 
portable buildings of approved type, and later, when Con- 
gress appropriates the necessary money, by new and per- 
manent brick and tile construction. At present funds are 
available for the erection of portable temporary buildings 
only. The importance of Pittsburgh and the growing de- 
mand on the government’s hospital facilities there make 
these additions imperative. 

At Philadelphia the U. S. Public Health Service has 
recently acquired from the navy a large hospital for the 
care of ex-service men suffering from nervous and mental 
diseases. Its capacity is between 400 and 500 beds. Re- 
cent heavy demands for accommodation by this type of 
patients have conclusively shown the need for this hos- 
pital, which it is hoped may become permanently devoted 
to its present use. 


PROTEIN TESTS FOR ASTHMA AND OTHER 
DISEASES 


Three Boston hospitals are trying experiments in pro- 
tein sensitization to find out what foods are poisonous to 
people afflicted with certain diseases. Patients are inocu- 
lated with the proteins from foods and other substances, 
and subsequent reactions or absence of reactions indicate 
whether these proteins are hostile or friendly. The ex- 
periments are being applied especially in the case of bron- 
chial asthma and hay fever, but also in other diseases 
such as indigestion and children’s ailments. In applying 
the test the physician makes a tiny scratch on the skin. 
applies a drop of a weak solution of sodium hydrate, and 
in this places the proteins of whatever substances he 
suspects as being the cause of the trouble. In the case of 
a baker, flour dust may be under suspicion, in that of a 
hostler it may be proteins from horse hairs. Pollen from 
ragweed and various other plants which are sources of 
sneezing distress are also tested in this way. 


OKLAHOMA SECTION OF AMERICAN COL- 
LEGE OF SURGEONS 

The first annual meeting of the Oklahoma section of the 
American College of Surgeons was held in Oklahoma City, 
February 21 and 22. The afternoon of the first day was 
given over to the Hospital Conference. Harold M. 
Stephens, director of hospital activities, American College 
of Surgeons, spoke on “The Hospital Program of the 
American College of Surgeons and the Meaning of the 
Minimum Standard;” Rev. C. B. Moulinier, president of 
the Catholic Hospital Association, on “The Program of 
the American College of Surgeons, as Applied to Catholic 
Hospitals;” and the other talks were along the lines of the 
standardization program of the College. Twenty-eight of 
the thirty members of the Oklahoma section of the College 
were present at the meeting, which was a decided success. 


MALARIA SERIOUS IN RUSSIA 


A special dispatch from Moscow states there are ten 
million cases of malignant malaria in Russia, and that the 
mortality is about 3 per cent of those stricken. The 
report also states there are only 5,000 pounds of quinin in 
the country. 
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SOME FEATURES OF THE LATTER DAY SAINTS 





HOSPITAL 


By H. 





NE of the most notable features of architec- 
tural practice in recent years has been the 
rapid development of hospital planning. The 
careful attention given by the architect to this 
branch of work has formed a striking instance 
of our progressive civilization. 

A well planned and equipped hospital of today 
affords such immense advantages to the patient 
for his rapid recovery, over the out of date meth- 
ods and disadvantages of home nursing, that it 
is now becoming customary to go to the hospital 
even for minor ailments. Some of the reasons 
for this attitude on the part of the public are the 
great advance in surgery, the good lighting for 
operations making for greater safety, the expert 
service, and the developments of nursing, all of 
which have been factors in the steady growth of 
hospital construction. 

The Latter Day Saints Hospital at Idaho Falls, 
now in course of erection at an approximate cost 
of $400,000, is one of the several new hospital 
buildings contemplated by the Latter Day Saints 
Church, commonly called “Mormon” Church, 
whose headquarters are Salt Lake City, Utah. 

The Idaho Falls Hospital will serve a long felt 
want in the southern part of Idaho, and is situ- 
ated on rising ground in a beautiful part of the 
city, on the banks of the Snake River. Its main 
front faces Western Avenue, a boulevard 120 feet 
wide, the lot itself being eight feet above the 
street level, and the building 175 feet from the 
street. From the rear of the building the grounds 
fall to the river some 600 feet distant, forming 
an ideal garden site, over which a southern breeze 
comes at all times of the year. There is also am- 
ple room here for extension of the buildings. 





NEWTON THORNTON, ARCHITECT, IDAHO FALLS, IDAHO 





The plan of the building has been given the 
most careful consideration both as to future ex- 
tensions and arrangements, and is in conformity 
with the most recent developments in hospital 
planning. Numerous conferences have been held 
with a large building committee, and leading doc- 
tors in this section; and the architect, with some 
of the committee, visited many large hospitals in 
the East before the final working plans were 
adopted. No pains have been spared to make the 
building the best possible in every way. The hos- 
pital is intended to contain 120 beds, most of them 
in single rooms. 

The general plan is a T shape, with the admin- 
istrative department at the intersection of the T. 
In the planning of a large hospital the problem 
appears to hinge upon three departments, the 
kitchen department, the administrative depart- 
ment, and the operating suite. The kitchen must 
be so located that food and supplies may be con- 
veniently brought into the building in large quan- 
tities, and after being cooked, sent up quickly to 
a central position in the building for rapid dis- 
tribution to the patients. The administrative and 
service departments on each floor should be lo- 
cated in as central a position as possible. The 
operating suite should allow the operating rooms, 
in one unit, to face north, uninterrupted by the 
staircase and elevator traffic. 

The kitchen department, part of which goes up 
two stories, is situated on the basement floor, and 
occupies, with the receiving room, refrigerators 
and ice machinery room, and kitchen stores, the 
whole of the rear wing basement, with an en- 
trance direct at the rear of the wing. 

The plans show two dumbwaiters for the con- 
veyance of food from the 








kitchen; they are suffi- 
ciently large to admit of 
large electric heated food 








b ‘ me 











ee ee 








trucks, so that all the 
dishing up of the pa- 
tients’ food will be done 
in the kitchen. It will 
be conveyed directly to 
the patients’ rooms, or if 
delay is necessary, it can 
be kept warm in the serv- 
ice room or at conven- 
ient locations in the cor- 








Front elevation of the Latter Day Saints Hospital. 


ridor, as noted on the 
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plans. This is expected to remedy the common 
complaint of patients about cold food where the 
food has been sent in bulk to the servery on each 
floor to be dished out from there. Refrigerators 
are provided in the service rooms on each floor, 
and also electric warmers, so that light refresh- 
ments may be served to patients direct, if neces- 
sary. 

The feeding of nurses and help will be by a 
cafeteria, located in the basement, the counter be- 
ing parallel with the main corridor and adjoining 
the kitchen as shown. 

An x-ray department is located in the base- 
ment, with transformer and developing rooms and 
a large plate filing and display room for the gen- 
eral use of the hospital. In addition, x-ray appa- 
ratus is provided for operating room use in con- 
nection with the laboratory. Adjoining the x-ray 
department is the hydrotherapeutic department, 
and rest room, and the drug stores and phar- 
macy are also located in this section of the 
building. 

The preliminary plans for this hospital did | 
not contemplate any basement, it being decided 
through collaboration with many hospital su- 
perintendents that it was better to be able to | 





get at the plumbing pipes and mechanical I | 
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However, the ground 





was of such sandy for- —T 
mation that it was neces- = 
sary to extend the foun- ‘ Novis 


dations down about four- 
teen feet to get good bearing, and as this extra 
depth was expensive, it was thought advisable to 
make some use of it. 

On the first floor the service room occupies the 
central position at the intersection of the corri- 
dors, and as this room is not to be used for dish- 
ing up food, a combination service and utility 
room has been adopted. It includes all steriliz- 
ing equipment, as shown, except bed pan service, 
which has rooms separated from the main service 
room. The incinerator is next to the service 
room, and behind this, at the intersection of the 
corridors, is placed the nurses’ station, where all 
records are kept for patients on the floor. 

The stairs and elevator occupy the intersection 
of the corridors on the south side, and adjoining 
the elevator hall is the ambulance entrance. It 
was thought best to use the darkest space for the 
stairs, they being used very little, thus enabling 
all direct light to be used for revenue producing 
purposes. 

The main floor wards will be used mostly for 
charitable cases, there being male and female 
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wards for four beds each, in addition to single 
rooms, with generous solarium facilities on this 
floor. 

At the center of the main front is a hall for 
the public, reached through a vestibule, and the 
entire hall and vestibule are to be treated with 
marble wainscotings and trimmings. A long 
counter of marble separates the main hall from 
the business office, and over this is an elliptic 
arch which helps to give an air of spaciousness 
by combining the two rooms. A reception room 
at the left com- 


pletes the portion , em en Bah 
of the building de- Dict fF ROOM PLacners 


voted to visitors. 
A superintend- 
ent’s office commu- 
nicates with the 
business office, and 
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behind this are the doctors’ locker rooms and in- 
terns’ quarters. 

A modern doctors’ register system, master clock 
system, and nurses’ time recording apparatus are 
located in the business office, with the telephone 
operators’ department. 

The second, third, and fourth floors are divided 
into private rooms, most of which are for single 
beds. There are two communicating baths, and 
one private bath to each floor. 

The bed pan service fixtures are arranged in 
the toilets, one in each wing of the building, and 
the pan sterilizing equipment is located on the 
second floor. 

The fourth floor is to be used exclusively for 
maternity cases. A delivery room adjoins the 
service room, which is arranged to save duplica- 
tion in fixtures. The nursery is placed at the rear 
of the center wing, so that noise from this room 


Plan of Basement. 
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will not disturb the whole floor. Leading out 
from the nursery is a service room for exclusive 
use of the nursery, containing laundry tub, in- 
fant’s bath slab and shampoo equipment, with 
water sterilizer, also blanket warmers and instru- 
ment case. A large linen room for this depart- 
ment is arranged behind the service room. 

The fifth floor, which extends over the central 
portion of the building, contains the operating 
suite. There are four operating rooms, all facing 
north, with specially arranged natural and arti- 
ficial lighting. One operating room will be used 
for special cases and orthopedic work. The 
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The finished floors throughout are of mosaic 
tile, except many of the basement rooms, which 
are cement, and the halls are finished with a cork 
linoleum to form a cushion tread with little noise. 
The borders of all rooms and halls are a magne- 
site composition, including a large sanitary cove 
base extended up all walls. Partitions are of 
plaster block, except in rooms and departments 
where the walls are to be tiled, which will be 
burnt hollow tile. . All toilets, bath rooms, janitor 
rooms, service rooms, etc., are tiled four feet high. 
The floors of the operating rooms are marble 

mosaic, and also the 





sterilizing and scrub rooms are conveniently 
and economically arranged between two op- 
erating rooms. 

The laboratory, with full equipment, in- 
cluding cases for specimens, is located on 
the fifth floor, near the elevator, and will be | 
equipped with a small dumbwaiter to each 
floor for service without using the elevator 
or stairs. An anes- 
thetizing room is 
arranged near the 
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taining large work 
room, sterilizers and 
sterilized storage 
rooms, with rest and 
shower rooms complete, is across the hall from 
the operating rooms, in a central position. The 
southwest corner of the fifth floor is arranged 
for doctors’ dressing rooms, lockers and showers, 
and includes a small rest room. The roof over 
the south wing is to be used as an open air pa- 
vilion for patients. 

The foundations of the building to the first floor 
are concrete, and all outside walls brick construc- 
tion, using a yellow or buff face brick, with ce- 
ment and stone trimmings. The floors are rein- 
forced concrete, using the T. C. S. pan construc- 
tion or concrete joists, which admits space for 
pipes. The cornice and brackets are of copper, 
and the exterior is plain in design, but pleasing, 
the vertical lines of the window trim giving an 
effect of unity to the design. 


Plan of first floor. 


(67. 8 


-- 


Laun ory FT 





walls to a height of six 
feet. All stair work, in- 
cluding landings, is mag- 
nesite composition. 

All windows are dou- 
ble hung box frames, 
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Seed With transoms above, 
/ the bottom rails of the 
O sash being sufficient!y 


wide to receive Pullman 
or other suitable ventilators. Frames are 
wood with hardwood parting strips, and all 
sash are pine and divided lights, with metal 
weather strips throughout. The kitchen 
and boiler house have steel sash. 

With the exception of the entrance 
_hall, which is paneled in mahogany, 
| there is no wood trim in the building. 

All windows and doors and other open- 
ings are plastered reveals, and all plas- 
tering throughout is Keene’s cement 
smooth finish, to receive flat wall paint 
or enamel. There are coved corners in 

the plaster work. All doors are slab 

type of hospital doors, mahogany veneered, and 
all corridor doors have inlaid panel. All door 
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Plan of second floor. 


frames are metal, flush with plaster work, and 
plain design. 
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The heating equipment is a vapor system, with 
heat regulation and natural ventilation, and all 
radiators are hung on walls, with piping con- 
cealed. There will be a deep well driven on the 
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Plan of third and fourth floors. 


site in pump room as shown, with electric power 
pump and also emergency gas engine, and water 
softeners installed for laundry use. All water 
will be filtered for domestic use, and there will 
be an ice water circulating system for drinking 
purposes. The pump or well will be used only at 
certain times of the year, when the city water 
coming from the river is muddy and works a 
hardship on filtration. 

A silent call system is to be installed. All light- 
ing fixtures are indirect, and it has been consid- 
ered more economical not to generate electricity 
on the premises. 
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Plan of fifth floor. 


To the north of the building in the rear is a 
large power house and laundry, connected with 
the main building by a tunnel, lighted by side- 
walk lights, this location being favored owing to 
a prevailing wind from the south and southwest. 





HOLD CONFERENCE ON TUBERCULOSIS IN 
NEW YORK 


A notable conference on tuberculosis was held in New 
York City, at the Hotel Biltmore, on January 22. It was 
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an all day meeting of the State Committee on Tuberculosis 
and Public Health, of the State Charities Aid Association. 
The general subject of the meeting was “Formulating a 
Program of Work for 1921.” The addresses reviewed the 
progress made in the movement since its organization in 
1907, and discussed the plans and methods of the future. 

At the morning session, George F. Canfield, president of 
the State Charities Aid Association, delivered an address 
of welcome. The opening address was given by Sir 
Arthur Newsholme, K.C.B., M.D., of England, formerly 
principal medical officer of the Local Government Board 
of England. Sir Arthur is now in this country lecturing 
at the School of Public Health and Hygiene of Johns Hop- 
kins University. Dr. Hermann M. Biggs, state commis- 
sioner of health, spoke on the subject of legislation, and 
especially on proposed health legislation. Dr. E. H. 
Restin, medical superintendent of the Rockland County 
Tuberculosis Hospital, advocated the continuance of the 
policy of inspection of county hospitals and tuberculosis 
institutions, as he felt that it made for standardization. 
Miss Lila C. Wheeler, vice-president of the Cattaraugus 
County Tuberculosis Committee, spoke on the work of that 
committee. 

The question of enlarging county hospitals was discussed 
by Dr. Stanley Wang, medical field secretary of the State 
Committee on Tuberculosis and Public Health. Dr. 
Charles J. Hatfield, managing director of the National 
Tuberculosis Association, and Homer Folks, secretary of 
the State Charities Aid Association, took up the question 
of additional state sanatorium provision for incipient 
cases. 


HOSPITAL LIBRARY AND SERVICE BUREAU 
HAS MANY VISITORS 

There were many visitors to the Hospital Library and 
Service Bureau during the week of the Annual Congress 
on Medical Education, Licensure, Hospitals and Public 
Health. They included the following: Mr. Michael M. 
Davis, Jr., New York City; Miss Ida M. Cannon, Massa- 
chusetts General Hospital, Boston, Mass.; Miss Louise M. 
Powell, University of Minnesota Hospital, Minneapolis, 
Minn.; Miss Marion Vannier, University of Minnesota 
Hospital, Minneapolis, Minn.; Dr. and Mrs. R. E. Brod- 
erick, San Leandro, Cal.; Miss Norma F. Stoughton, as- 
sistant secretary, Rockefeller Foundation, New York City; 
Dr. Winford Smith, director, Johns Hopkins Hospital, 
Baltimore, Md.; Mr. F. R. Paine, Duluth, Minn.; Miss 
Laura Logan, Cincinnati General Hospital, Cincinnati, 
Ohio; Mrs. Jessie MacDonald, St. Luke’s Hospital, Chi- 
cago, Ill.; Dr. E. H. Lewinski-Corwin, Academy of Medi- 
cine, New York City; Dr. R. W. Corwin, Minnequa Hos- 
pital, Pueblo, Colo.; Dr. C. G. Parnall, University Hos- 
pital, Ann Arbor, Mich.; Dr. Robert R. Sellers, Orwell, 
Ohio; Miss Lulu G. Graves, Cornell University, Ithaca, 
N. Y.; Dr. H. J. Whitacre, Tacoma, Wash.; Dr. F. E. 
Sampson, Creston, Iowa; Mr. Olaf Cervin, Rock Island, 
Ill.; The Rev. Charles B. Moulinier, Marquette College, 
Milwaukee, Wis.; Dr. David Strickler, Denver, Colo.; Miss 
Harriet Gate, Institute for Juvenile Research, Chicago, 
Ill.; Dr. A. J. Ochsner, Chicago, Ill.; Dr. John M. Dodson, 
Chicago, Ill.; Dr. Harry E. Mock, Chicago, Ill.; Miss Mary 
C. Wheeler, Illinois Training School for Nurses, Chicago, 
Ill.; Miss Bena M. Henderson, Children’s Memorial Hos- 
pital, Chicago, Ill.; Miss Anna L. Tittman, American Red 
Cross, Chicago, Ill.; Captain Charles S. J. Butler, Great 
Lakes, Ill.; Miss Minnie Ahrens, American Red Cross, 
Chicago, Ill.; Miss Edna L, Foley, Visiting Nurses’ Asso- 
ciation, Chicago, Ill.; Miss Anna Boller, Infant Welfare 
Society, Chicago, Ill.; Miss Ming, and Miss Freeley. 
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COOPERATIVE FINANCING OF HOSPITALS 


By FREDERICK D. GREENE, GENERAL SECRETARY, UNITED HOSPITAL FUND oF NEW YorRK, NEW YorK CITY 


HE value of united 

effort to gain a com- 
mon end goes back, not 
only to the ancient fable 
of the old man and his 
sons and the bundle of 
sticks, but to the dawn 
of civilization. The prog- 
ress of society may be 
measured by the degree 
to which the principle 
of cooperation has been 
intelligently grasped and 
wisely applied. But 
united effort is valuable 
only so far as there is a 
goal which is worth 
while, and which is 
sought with due regard to all the factors involved. 
Care must be taken lest unity degenerate into 
uniformity and prove to be a step backward. 

The movement to finance charitable enterprises 
through united community effort has been stim- 
ulated by three causes: 

1. Previous to the war there had been many 
successful campaigns to raise money for Young 
Men’s Christian Association buildings and for 
hospitals. 

2. The war made it necessary to raise vast 
sums for relief and government needs without 
delay, and this could only be done by organized 
efforts which rallied the whole community. 

3. The general trend of business is toward co- 
operation with a view to securing the largest re- 
sults with the greatest economy of effort and 
expense. ‘ 

The campaigns above referred to were for 
single objects like providing a building or an en- 
dowment which would not have to be repeated, 
or they were to meet the imperative necessities 
of the war and of urgent and colossal distress. 
The question is naturally raised how far such 
methods will be successful if used to provide for 
the ordinary recurrent philanthropic needs of a 
community. 

In answer, the advocates of campaign methods 
claim that they are based upon fundamentally 
sound principles, and that their adoption is only 
a matter of enlightened leadership and progres- 
sive education of the community to a point where 
the advantages to be gained are clearly recog- 
nized and the sense of civic responsibility and 
pride is sufficiently aroused. 


It is not strange that the watch words 
of today, “cooperation” and “efficiency,” 
should find their way into hospital financ- 
ing. The success of campaigns and united 
community effort had been demonstrated 
even before the war, but the many war 
time demands could only have been met in 
this way. The hospitals and charitable or- 
ganizations of the country will surely 
profit by that lesson. 
tried these methods, but only partially. 


United effort, of course, is valuable only 
so far as it is being used for a worthy end. 
The end in the case of hospital financing 
will appeal to nearly everyone as being 
worthy, and the need for assistance in 
meeting their deficits is surely evident. 


In any case it is evi- 
dent that a community 
effort to finance philan- 
thropic causes should not 
be undertaken without 
three preliminary steps, 
a thorough study of the 
situation in all its bear- 
ings, so that the actual 
needs may be clearly 
known; agreement upon 
a sound and equitable 
method of distribution 
that will command the 
confidence of the public 
and meet the reasonable 
needs of the institutions; 
and a really workable 
plan for conducting the canvass on lines which 
will enlist such willing and adequate cooperation 
on the part of the public as to give promise of 
success from year to year. 

Where the “Community Chest” idea has been 
thoroughly developed, as in. Cleveland, Cincin- 
nati, Detroit, Rochester, Louisville, and other 
places, the hospitals have naturally been included, 
and financed on the same basis as other welfare 
organizations, that is, on the basis of their annual 
deficits. 


“Community Chest’’ Applied to Hospitals 


In cities which have not adopted the “Commu- 
nity Chest” idea for all welfare organizations, it 
may be possible to carry it out for the hospitals 
as a group. The hospitals of a city present a 
problem having a natural unity, with a self-evi- 
dent and pressing need, vital to the interests of 
all and possessing great human appeal. 

The principles which govern the successful 
operation of the “Community Chest” would also 
apply to cooperative hospital financing, and in- 
clude the following: 

1. Participating organizations must fill a real 
need and must come up to worthy standards. 

2. Budgets of organizations must be thor- 
oughly studied, pruned, and approved by an im- 
partial and competent committee whose action is 
independent of the beneficiaries, and commands 
public confidence. 

3. Current operating expenses only, should be 
included in the budgets, and not items for build- 
ing or capital purposes, which should be inde- 
pendently secured. 


A few cities have 
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4. Appropriations should only provide for ac- 
tual current deficits after all other sources of 
income have been used, such as earnings, interest 
on investments, and current gifts from other 
sources. 

5. Any surplus of an organization at the end 
of the year should be applied to next year’s ex- 
penses. Likewise, a justifiable deficit should be 
cared for in next year’s appropriations. 

6. Designated gifts may be accepted, but should 
not be allowed to swell the total budget appro- 
priation made to an organization. 

7. Beneficiary organizations agree to make no 
appeals during the year for current expenses, un- 
less approval is secured because of failure to 
raise the entire amount needed, or for special 
emergency. 

8. The united and active support of the com- 
munity in carrying out a thoroughly organized 
and workable canvass for funds must be assured 
in order to make the “Community Chest” a suc- 
cess. 

Cooperative raising and distribution of funds 
for hospitals as a group has been tried in few 
cities and only on a partial basis. 

The Denver Federation for Charity and Philan- 
thropy reports that the hospitals of Denver are 
practically all self-supporting and none of them 
are members of the Federation. This is accounted 
for by the fact that Denver has a very large and 
efficient county hospital, which cares for the major 
part of the charity work of the city. 

St. Louis has had for many years a Hospital 
Saturday and Sunday Association, which collects 
about $40,000 a year and distributes it among the 
hospitals for their free work on a per diem basis. 


Methods of the New York Hospital Fund 


The United Hospital Fund of New York, now 
in its forty-first year, includes at present fifty- 
seven of the leading hospitals of the city. The 
conditions of membership are incorporation, a 
high standard of management, at least thirty-five 
beds, and not less than 5,000 days of free hos- 
pital treatment annually. The Corporation in- 
cludes one representative of each hospital and 
forty-eight members-at-large, who together elect 
the board of trustees. 

Each member hospital is required to report 
annually on a uniform blank the main items of 
its work, income, and expenses, which are sub- 
mitted to the auditing committee. Funds are col- 
lected by committees formed on trade, social, geo- 
graphic, or institutional lines, and also through 
churches and benevolent orders, and by mail ap- 
peals. 

The distribution is on the basis of the number 
of days of free service given by each hospital 


THE MODERN HOSPITAL 


315 


during the previous year, combined with the cost 
per day for ward patients,—a figure which varies 
with the work done in different institutions, and 
should be very carefully calculated. 

Each hospital is credited not only with the days 
of wholly free patients, but with that portion of 
the days given to part paying patients which is 
not covered by their payments. This portion is 
ascertained by dividing the total amount received 
from ward patients as a group, by the per capita 
cost of ward patients, which gives the number of 
days treatment which their payments sufficed to 
pay for. These fully paid for days are then sub- 
tracted from the total days given to ward pa- 
tients who made any payment at all, and the re- 
mainder is the amount of free service measured 
in days, which this group received. Thus if 100 
paying ward patients received 1,000 days of care 
and their total payments were $1,000, and the 
per capita cost of ward patients was $2.00, it is 
evident that their payments covered the cost of 
only 500 days, and that they received 500 days 
of free service. These free days are then added 
to the days of wholly free patients to get the 
total free days of each hospital. The total free 
days are then multiplied by the cost per day of 
ward patients (up to but not exceeding $3.00 per 
day) to get the “credit units” for each institution. 
The total amount available for distribution is 
then prorated among the hospitals on the basis 
of the “credit units” to which each is entitled. 

The collections of the United Hospital Fund of 
New York had been made along conservative 
lines and had gradually risen to $212,307.86 in 
1918. In 1919 campaign methods were used and 
$938,882.47 was raised. Similar efforts at the 
end of 1920 have secured $650,000.00, and more 
is coming in. The lowered returns seem due to 
business depression, the present unpopularity of 
campaign methods, and to imperfect organization. 


Complexity of the Problem in New York 


New York is so vast and so complex that it 
does not at present afford a helpful example of 
what may be done in cooperative finance. Only 
a beginning has been made, and the situation is 
complicated by old traditions. Cleveland and 
Rochester afford splendid examples of success in 
community handling of social problems. 

The Cleveland Community Fund is the out- 
growth of war time campaigns reinforced by pre- 
vious years of federation practice, which made a 
profound impression upon the business and giv- 
ing public and upon the officers of philanthropic 
institutions. Its campaign of November 18 
through 26, 1919, brought in $4,015,000, and that 
of November 13 through 22, 1920, reached the 
goal of $4,500,000, and provided for 105 cooperat- 
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ing agencies, $885,000 being for causes outside of 
Cleveland. The total number of workers in the 
campaign was 8,883. The whole organization, 
with the exception of clerical workers, was volun- 
teer. Some teams were made up on the basis of 
institutions represented, some along trade and 
social lines, and foreign born groups, and some on 
geographical divisions. The cost of raising, col- 
lecting, and distributing the fund came out of 
the money raised, and amounted in 1919 to 2.8 
per cent, which was further reduced by interest 
of funds on deposit, so that the net cost of the 
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campaign was only 1 per cent. The number of 
givers was about 150,000, as against about 15,000 
under the old methods. 

The Community Chest of Rochester, N. Y., 
raised in 1919, $1,254,831. In May, 1920, 
$1,164,831 was raised from 66,257 givers, with 
the help of about 4,000 volunteer canvassers. The 
cost of collection and distribution was only 2.7 
per cent, and was paid by one contributor. 

Successful campaigns show that the keynote 
should be friendliness, the big family feeling, the 
good neighbor thought, the “I care”’ idea. 





SELECTING THE HOSPITAL’S KITCHEN EQUIPMENT* 


By HERBERT O. COLLINS, M.D., St. Paut, Minn. 


N KITCHEN equipment, the choice of the ma- 
terial from which the utensils are made will, 
to a certain extent, be a matter of taste and ex- 
pense. Iron and copper utensils, once so often 


seen in hospital kitchens, have been nearly all 
replaced by more suitable ware, although iron or 
steel is still preferred by many for skillets and 
frying pans, or even for kettles for certain pur- 
poses; while sheet iron, if heavy, can hardly yet 


be replaced for baking 
pans. But most of the 
utensils used in a mod- 
ern kitchen will be lim- 
ited to those made either 
of heavily tinned steel, 
(the so-called retinned 
steel), enameled ware, 
or aluminum. 

Objections to the 
tinned ware will be 
found in the tendency 
of the tin to wear off, 
necessitating constant 
replating, or it will be- 
come both unsightly 
and unsanitary. Enam- 
eled ware is very satis- 
factory when new, but 
does not stand the hard 
use to which it is subjected in a hospital kitchen, 
even when great care is taken in its selection. 
The cheaper enameled ware is not worth consid- 
ering, as it is sure to chip very soon after its 
purchase, and cannot be repaired. 

Probably the most satisfactory ware that can 
be purchased today, for most purposes, and the 
cheapest in the long run, is that made of alumi- 


trimmings. 3 
venient for the batter pail. 


*This is the second of a series of articles appearing in THE MopERN 
HospPiTat on the hospital’s food service. 


A combination griddle, toaster, and waffle iron, the top has a heavy 
plate of polished steel for griddle cakes, heated by the latest im- 
proved gas burners, which are easily cleaned. 
the end for twelve cakes. Below the top and heated by the same 
burners, by deflected heat, are the grills for toasting bread. The 
stand is made of heavy angle iron, painted black, with aluminum 

The shelf of galvanized steel underneath is very con- 


num; but of this only the best and heaviest grades 
should be considered. All handles should be plain 
and substantial, welded securely to the vessel 
rather than simply riveted on, and the edges of 
the vessels, where the greatest wear comes, should 
be smooth, and protected, when possible, by rein- 
forcement. 

When there is a choice, round vessels, or those 
with rounded corners, should be preferred, to 
those with square cor- 
ners, as being more eas- 
ily cleaned and wearing 
better. Most of the 
equipment used in the 
kitchen can now be ob- 
tained in aluminum, in- 
cluding the coffee urns 
and the steam kettles. 
These larger pieces, 
however, while very de- 
sirable, are rather ex- 
pensive. For this rea- 
son, copper, lined with 
tin for the steam ket- 
tles, and the nickel 
plated metal lined with 
porcelain for the coffee 
urns still hold favor, 
although care should be 
taken to see that the lining of each is recoated 
or renewed as needed. 

The selection of suitable ware for the plumb- 
ing fixtures will be affected chiefly by the question 
of expense. Good fixtures can be obtained in 
either vitreous ware or enameled iron, while spe- 
cial use may be made of either soapstone or slate 
for certain fixtures. The solid porcelain fixtures, 
so much lauded some years ago, are practically 
out of date today and are seldom specified by 


It has waffle irons on 
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architects. They have a decided tendency to chip 
along the edges, and as such places become dark, 
they are soon unsightly and unsanitary. 

Although the vitreous ware is slightly the most 
expensive in first cost, it will usually give the best 
satisfaction in the end. It has not the same tend- 
ency to chip or crack, shown by either the porce- 
lain or the enameled iron, and when this does 
occur, the injured spot does not turn dark as in 
the other kinds men- 
tioned. It is possible, 
however, to obtain 
enameled iron fixtures 
which are well de- 
signed, and with prop- 
er care they will last 
and look well for some 
time. But the saving 
in their cost, as com- 
pared with a good line 
of vitreous fixtures, is 
so slight that, when 
the advantages of the 
latter are considered, 
the hospital which de- 
liberately chooses the An automatic egg-boiler, which may 
enameled iron when ts hetied Oy fe coiiee'me the 
something better and cage exactly the right number of 
more durable could 
have been obtained, will usually regret it after 
a few years. 

Pot sinks, for washing large utensils, and the 
sinks for washing potatoes and some other vege- 
tables, should be deep and large enough to take 
the largest vessels used in the kitchen. They are 
often made of enameled or galvanized iron or of 
steel, but more satisfactory ones may be specially 
made of soapstone. A shallow sink for the smaller 
vessels will be found a convenient addition. 

Square or sharp corners on fixtures should be 
avoided as liable to chip off. All sinks should 
have rolled or rounded corners and edges to pre- 
vent injury to utensils, and should be equipped 
with strainers and grease traps. 





Steam Most Economical for Cooking 


The range should be heavy and substantial. 
Ranges are usually sold in sections, each section 
containing an oven, which should be large and 
roomy. Two sections of an ordinary “hotel” 
range will be ample for a hospital of one or two 
hundred beds. The warming oven is not often 
needed, but a shelf running the full length of the 
range will be very convenient. 

The choice of the fuel for the kitchen will need 
careful consideration, and will have to be decided 
before the range is selected. Steam should be 
made use of wherever possible, as it not only 
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serves its special purpose, but if live steam is 
available it will be found to be the most econom- 
ical cooking medium. For the range and bake 
ovens the choice will lie between coal, gas, and 
electricity. 

Between gas and coal as cooking fuel there can 
be but little hesitation, unless the difference in 
the cost is unusually great. For many reasons, 
gas is to be preferred to coal, and in most commu- 
nities will not be found more expensive, provided 
proper care is taken to conserve its use. Coal, 
at its best, is dirty, and requires considerable 
work to keep the bunkers in the kitchen filled, and 
the ashes removed. The fire is not so easily con- 
trolled and there is waste of fuel for this reason. 

Electric cooking is becoming more common 
every year, and it: has many advantages over 
other cooking media. It is the most easily con- 
trolled, gives a more even heat than either gas 
or coal, and better results in many ways. Elec- 
tric baking will be found a special delight, as 
results are more dependable than with the use 
of either coal or gas. Meats roasted in an elec- 
tric oven have a flavor which they do not other- 
wise possess; they are also more juicy and ten- 
der, due to the fact that there is less circulation 
of air in the electric oven, so that the fumes of 
the roasting, which would otherwise be lost, are 
retained. 


Costs Vary in Different Communities 


It would not be possible to give reliable com- 
parative figures as to the economy of the various 
fuels, owing to the inevitable difference in the cost 
in different parts of the country. It has been esti- 
mated that, as a cooking medium, electricity at a 
cost of three cents per K. W. H. about equals the 
cost of gas at one dollar per thousand cubic feet, 





A steel top work table with iron pipe legs and a galvanized iron 
shelf ten inches above the floor. It has also one galvanized drawer. 


or coal or coke at twelve dollars per ton. Using 
these figures as a basis for calculation, it should 
be possible to make a fairly reliable estimate for 
any community. 

The “human element” is of about equal impor- 
tance as the price paid for fuel. A careless cook, 
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who habitually leaves her fire or heat at its great- 
est strength, instead of saving it, will waste more 
fuel or electricity than can be saved by any low 
rate within practical limits. Special training and 
close supervision will be required in this regard 





An improved upright sectional steam cooker. The body is made of 
boiler plate steel throughout, which is much less liable to weak 
spots than cast iron. Each door is fitted with a wooden handle 
which does not get hot enough to burn the hands, and all danger of 
being scalded is eliminated by the automatic cut-off of steam when- 
ever the door is opened. The baskets are supported upon a sliding 
shelf, which is operated by means of a lever attached to the door. 


in the use of either electricity or gas. If the cook 
makes a practice of turning on either medium to 
its full capacity, and leaving it so, rio rates will 
be cheap enough to overcome the careless waste. 
In using an electric range or oven she should be 
instructed to first turn the switches to “full” until 
the range or oven has attained the required heat. 
The heat can then be retained at the proper de- 
gree by turning the switch back to “medium” or 
even to “low.” Much the same can be done in the 
use of gas. In fact, it is in connection with this 
“flexibility” of the control of the heat that we find 
much of the economy claimed for both gas and 
electricity over coal. 

Some economy will also be found in the amount 
of food material used, where electricity is the 
cooking medium. There is less shrinkage in meats 
roasted in an electric oven than in one heated by 
other means. It would not be possible to give ex- 
act figures on such a point, as the shrinkage will 
vary, with any kind of roasting, according to the 
nature of the meat. The fatter the meat, the more 
shrinkage will be found, due to the extraction of 
the oil. Thus, pork will shrink more than beef, 
and a fat cut of beef more than a lean one. But 
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with any cut a smaller loss will be met if it is 
roasted in the almost air-tight electric oven. It 
will also be found that the meats so roasted will 
be very tender and juicy, making it possible to 
use cheaper cuts if that is desired, and still obtain 
as good a finished product. 

Other advantages claimed for electricity as a 
cooking medium are the cleanliness of the proc- 
ess; the saving in time and labor; better cooking 
of the food because of the constant, unchanging, 
and evenly distributed heat; and a more sanitary 
condition in the kitchen and bakery, due to the 
absence of coal bins, fires, ashes, and dirty flues. 

It would seem, therefore, that electricity is the 
ideal medium for cooking in the hospital kitchen 
today, provided it can be obtained at a reasonable 
rate; with gas a second choice; and coal only when 
the price of electricity and gas renders them un- 
obtainable. 

The following equipment will be needed in the 
kitchens of a one hundred bed hospital. Other 
lists will be included in subsequent articles, in 
connection with the discussion of the various de- 
partments of the hospital as related to the food 


problem. 
Main Kitchen 


1 Range (2 sections) 1 Gravy ladle 
1 Steam table 3 “Hotel ladles,” 6 in. 
1 Table, wood top, heavy 1 Shears, 8 in., heavy 
1 Cook’s work table, metal 1 Family scales 
top. Saucepan rack 2 Garbage pails 
above 3 Garbage cans, 30 gals. 
1 Vegetable steamer (2 sec- 1 Funnel, 5 in. 
; tions) 1 Chinese strainer, 7 in. 
2 Jacketed kettles, 25 gals. 2 Large meat forks, 2 tined 
1 Coffee urn, 10 to 12 gals. 1 Potato ricer, heavy 
1 Hot water urn, 10 to 12 1 Potato masher, mechani- 


cal, hand power 


gals. 
Coffee grinder, electric 


Deep sink (for utensils) 


rr 
rr 


1 Shallow sink (for uten- power 
sils) 2 Can openers 
1 Lavatory 1 Spatula, 8 in. 
1 Cupboard for utensils 2 Large wooden spoons 
1 Double boiler, 2 quarts 2 Large metal spoons, 12 in. 
1 Double boiler, 4 quarts 1 Wooden potato masher 
1 Egg whip, 14 in. 1 Food grinder (hand pow- 
3 Heavy roast pans, size of er) 


ovens in range 1 Clock 
2 heavy roast pans, one- 1 Hotel colander, 14 in. 
half size of ovens 2 Cake turners 
3 Yellow mixing bowls, 10 1 Cork screw 
in. 1 French fryer, 14 in. 
1 Grater, heavy tin 4 Chairs or stools 
2 Steel frying pans, 8 in. 1 Rack for paper or. linen 
2 Steel frying pans, 11 in. hand towels 
2 Steel frying pans, 14 in. 2 Measuring cups, 1 pint 
1 2 qt. stonecrock (for salt) 1 Butter cutter 
1 Large pepper shaker 2 17 qt. heavy dish pans 
1 5 lb. sugar can 1 2 gal. stone crock, with 
1 Flour can, capacity 5 lbs. cover 
1 Hammer 1 5 gal. stone crock, with 
1 Hatchet cover 
1 Meat saw 3 White enameled trays, 12 
1 Butcher’s cleaver by 17 in. 
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Butcher’s steel 
Butcher’s knife 
Carving knife 
Boning knife 
Bread knife 
Bread slicer 
cal) 
Wooden bowl 
ameter) 
Skimmers (5 
in.) 


(mechani- 
(16 in. di- 


in. and 6 


3 


2 Wooden tubs, for vege- 


2 


2 


bo 
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Paring knives 


tables 

Galvanized iron pails, 12 
qt. 

Lipped sauce pans, 1% 
qts. 


Deep stock pot, 3 gals. 

Shallow stock pots, 3 gals. 

Sauce pans, 3 gals., with 
handles 


Pastry Bakery 


Bake oven, 3 shelf 
Gas or electric plate, 4 
burner 


Bins for flour (metal 
lined) 

Sink 

Work table, metal, with 


metal drawers 

Ice cream machine, elec- 
tric power 

Ice cream packers (num- 
ber needed depending 
on number of dining 
rooms and ward diet 
kitchens) 

Baking pans 

Baking sheets 

Egg whip 

Large kitchen spoons 

Palette knife 

Cake pans 

Steel mixing bowl, 16 in. 

Mixing machine (electric 
power) 


2 


3 
2 
6 
4 
1 
1 
1 
1 
1 
1 
1 
6 
1 
2 
2 
1 
1 
1 
2 
1 
1 


Yellow bowls 

Cookie cutters 
Doughnut cutters 
Dozen custard cups 
Pie tins, 10 in. 
Flour dredge 

Flour sifter 
Refrigerator 

Flour sieve 

Shears 

Family scales 

Can opener 

Muffin pans, 12 each 
Measuring cup, 1 pt. 
Pastry brushes 
Applecorers 

Bread knife 
Counter brush 
Rolling pin 

Chairs or stools 
Pastry rack 
Cupboard or shelving 





This cabinet bake oven has a capacity of ninety-six one-pound loaves 


of bread. 


It has four decks, each one lined with fire tile, and the 


bottom one doubly insulated and provided with bar gas burners for 


heating. 


the deck may be inspected without disturbing all. 


Each deck has a separate door so that the contents of 


The body of the 


oven is made of two thicknesses of sheet steel insulated with two 


inches of mineral wool. 


— 


et 


— 


_ 


_ 
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1 Dish pan 
12 Aluminum trays (12 by 


bo 


1 


2 
1 


— 
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Cafeteria 
Steam table (with carv- Main dishwashing of 
ing board) the hospital to be cared 
Coffee urn for elsewhere. 
Hot water urn (cup 1 Dish cupboard 
warmers beneath) 2 Racks above serving coun- 
Refrigerator ters for cold dishes and 
Ice cream cabinet desserts 
Milk and cream cooler Butter tub 
Egg boiler (automatic) Ice pick 
Pancake griddle Ice cream server 
Toaster (electric) Ice tea cooler 
Water pitcher (enameled) Carving knife 


Carving fork 
Roast beef slicer 


4 qt. 
Lemon squeezer 


a ee | 


Dish washing sinks, or 1 Cake turner 
dish washing machine, Gravy ladle 
with counters for soiled Table spoons 
and clean dishes, to be Pail, galvanized iron, 2 
used for nurses’ and gals. 
interns’ dishes only. 3 Dozen dish towels. 
1 Garbage can, 25 gals. 
Special Diet Kitchen 
Range, one section, with Dishes, selected accord- 
oven ing to the needs of the 
Work table, wood top, hospital. 
pan rack above 1 Egg whip 
Small jacketed kettle, or 1 Egg beater, mechanical, 


hand power 

Roast pans, one-half size 
of oven 

Yellow mixing bowl, 8 in. 

Grater, heavy tin 

Steel fry pan, 8 in. 

1 qt. stone crock for salt 

Pepper shaker 

Flour sieve and shaker 

5 lb. sugar can 

Flour can, 25 Ibs. 

Butcher’s knife 

Butcher’s steel 

Bread knife 

Wooden bowl 

Hotel ladle 

Shears, 6 in. 

Scale (metric system) 

Family scale 

Garbage pail or can (10 
gal.) 


pastry kettle, 2 gals. 
Deep sink, for washing 

utensils 
Cupboard for utensils 
Cupboard for dishes 
Double boiler (1 qt.) 
Double boiler (2 qt.) 
Ice cream freezer (1 qt.) 
Ice cream freezer (1 pt.) 
Measuring cup (1 pt.) 
Large spoons, 10 in. 
Clock 
Cake turner 
Cork screw 


bo 


18 in.) 
Paring knives 
Galvanized iron pail, 12 
qt. 
Stools or chairs 


ll ell ol el oe 


Towel rack, for paper or 1 Funnel (tin, 4 in.) 
linen hand towels 1 Funnel (glass, 3 in.) 
Dozen tumblers 1 Strainer 
Spatula, 6 in. 1 Can opener 
Lemon or fruit squeezer 1 Mechanical shaker, for 


preparing beverages 





OHIO ASSOCIATIONS TO MEET JOINTLY 
There will be a joint meeting held of the Ohio Hospital 


Association, the Ohio Nurses Association, and the Ohio 


League of Nursing Education. 


The purpose of the meet- 


ing will be to try to combat the growing tendency among 
the three groups to divorce themselves from one another. 
It is felt that if they can meet and discuss common prob- 


lems, much of this feeling may be overcome. 


The first 


two days of the meeting will be confined to the Ohio Hos- 
pital Association, the third day will be a joint meeting of 
the three groups, and the last two days will be devoted to 
nurses’ matters. 
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SHOULD THE HOSPITAL GIVE MEDICAL CARE TO 
THE SICK>* 


By REV. JOSEPH C. STRAUB, DIRECTOR oF ST. JOHN’S HOSPITAL, SPRINGFIELD, ILL. 


HE November issue of THE MODERN HoOspI- 

TAL brings an article by Dr. A. R. Warner, 
entitled “Organizing the American Hospital 
Field.” In this article we find the statement, 
“The purposes of all hospitals are the same—to 
give the sick of their communities the best med- 
ical care possible, and-to promote the acquiring 
of knowledge and skill in medical practice. So- 
called ‘teaching hospitals’ differ from others only 
in their opportunities—not at all in their pur- 
pose.” The doctrine annunciated in this quota- 
tion is not new, but one that for years past has 
been used as a specious argument in favor of the 
so-called standardization of hospitals, and has 
even been made the foundation on which the 
American College of Surgeons built their hospital 
standard. It is, therefore, not the novelty of the 
doctrine formulated in this statement that at- 
tracts our attention, but the question as to its 
truth. The following analysis will attempt to 
give an answer to this question. -Dr. Warner’s 
wording of the doctrine will serve merely as a 
tangible example for this analysis. 

The two sentences of the quotation enunciate 
three distinct statements: viz., that the purposes 
of all the hospitals are (a) to give medical care 
to the sick, (b) to promote the acquiring of 
knowledge and skill in medical practice, and (c) 
that the so-called teaching hospitals differ from 
others only in their opportunities and not at all 
in their purpose. Before analyzing these state- 
ments, however, it will be of advantage to ex- 
plain clearly some of the terms used in the word- 
ing of the doctrine. 

The first and perhaps most important of these 
is the word “hospital.”” This may be defined as 
an organization that has for its purpose the care 
of the sick, in buildings adapted to this care. The 
organization as a body may consist either of phy- 
sicians or of non-medical persons, such as, for in- 
stance, religious communities or corporations of 
lay persons either for charitable purposes or for 
profit. The largest number of the hospital organi- 
zations in question are those consisting of non- 
medical bodies, organized for charitable purposes. 


*Father Straub’s article embodies a clear cut, logical presentation 
of one conception of a hospital’s purpose. Since its author takes issue 
with some of the statements which were embodied in Dr. Warner’s 
article on “Organizing the American Hospital Field,’”’ which appeared 
in the November, 1920, issue of THE MopDERN HospPITAL, the latter was 
invited to discuss Father Straub’s article and give his answer to the 
question which constitutes the title of Father Straub’s article. This 
Dr. Warner has done in an article which appears on page 325 of this 
issue. The subject is now open for diseussion and our readers are 
invited to send us their comments. Let them be brief and to the 
point.—EDITOR. 





The next term that demands our attention is 
the word “care.” The care that the patient re- 
ceives at or from the hospital is two-fold: the 
care given by the physician, usually termed med- 
ical care, and the nursing care combined with 
board and lodging. Dr. Warner evidently com- 
bines both the physician’s treatment and the 
nursing care in the term “medical care.” 

Another term in the quotation that needs ex- 
planation is the words “to give.” The use of 
these words in the sentence as quoted above justi- 
fies the following conclusions: (a) that the pa- 
tient does not merely receive the medical care at, 
but also from the hospital, and, hence, (b) that 
the hospital must be responsible for this care 
which the patient receives from it, unless the in- 
stitution expressly eschews such responsibility. 

The last term to which a moment of our time 
must be given is “all hospitals.” There can be 
no doubt that some hospitals, owing to the nature 
of their management, can and, perhaps, should 
have as their purpose the giving of medical care. 
To this class belong all hospitals either owned 
and managed or, if not owned, at least managed, 
by physicians. All other hospitals, however, 
whose ownership and management are in the 
hands of non-medical persons or organizations, 
would trespass on the work peculiar to the phy- 
sician, if they should make it their purpose to give 
medical care. 


Is the Hospital’s Purpose Medical Care? 


Having cleared the way by these preliminary 
explanations, we may now examine the first state- 
ment quoted from the doctor’s article, that “the 
purpose of all hospitals is to give the sick of their 
communities the best medical care possible.” 
This statement scaygely harmonizes with the gen- 
eral opinion of the physicians, that the patient 
belongs to the doctor, an opinion confirmed by 
Dr. Sir George Newman of London, England, in 
an article, “The State and Future Medical Prac- 
tice,” (Modern Medicine, Vol. 2, No. 11), where 
he insists that even “the state should never take 
out of the hands of the general practitioner, 
whether in contractual practice or otherwise, the 
patient whom he is willing and competent to 
handle on reasonable terms.” Much less, it ap- 
pears, would the hospital be justified in doing 
this. Yet, the conclusions to which Dr. Warner’s 
statement logically lead, bring about this unde- 











April; 1921 


sirable condition by giving to the hospital the 
full right to claim the patient as its own the 
moment he enters the building, and to assign him 
to any physician it may choose, thus placing the 
physician in the position of a hospital employee. 
Let us see how these conclusions follow from the 
statement. 

If it is in fact the purpose of all hospitals to 
give medical care, then it necessarily follows that 
the hospital must also be ready to accept the 
responsibility which the actual carrying out of 
this purpose entails. The hospital must be re- 
sponsible not only for the quality of the nursing 
care but also of the physician’s medical and sur- 
gical treatment; it must, in the last analysis, 
be responsible for all injury done the patients 
through negligence or ignorance on the part of 
both the nurse and the physician; it ought to be 
legally held responsible for what to this day no 
court of law has ever held a hospital responsible, 
viz., the physician’s negligence or culpable igno- 
rance in a malpractice suit. 

But wherever there is a responsibility, there is 
also a correlated right. In the case of the hos- 
pital’s responsibility for the medical care of the 
patient, this right would consist in the use of the 
means at hand to protect itself against any and 
all losses that such responsibility would entail. 
The best means to obtain this end would be to 
claim the patient as its own from the moment that 
he enters the hospital, and then assign him for 
medical or surgical treatment to the physician 
who, in its opinion, is best qualified to treat the 
patient without loss to the hospital. The exer- 
cise of this right would necessarily nullify all 
claim to the patient that the physician would 
otherwise have as his medical adviser, and would 
also make in the highest degree unjustifiable any 
resentment that the physician might harbor on 
account of such action, whether it be a routine 
practice of the hospital or take place only in in- 
dividual cases. 


Physician Employee of Institution 


Another, to the medical profession, most dis- 
agreeable conclusion, which follows as a logical 
consequence from the hospital’s responsibility for 
the quality of the medical care, and the correlated 
right to protect itself by claiming as its own the 
patient from the moment that he enters the hos- 
pital building, is that every physician treating a 
patient in the hospital becomes by virtue of this 
very act an employee of the institution in the full 
meaning of this term. As such, the physician 
loses his right to collect the customary fee for 
his work from the patient, and must look to the 
hospital, his employer, for a just compensation 
of his services. The hospital may, of course, 
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waive this right, either temporarily or perma- 
nently, and permit the physician to collect his 
own fee from the patient, but this waiver would 
not destroy the fact that it is only by permission 
of the hospital that the physician may do this. 

The offensiveness of this conclusion to the phy- 
sician with a fine sense of his professional dignity 
is aggravated by the fact that, in the large ma- 
jority of cases, he would become the employee of 
a non-medical organization, which thus would 
have the right to sell his professional services to 
the patient in the hospital. This offensiveness 
would only then be mitigated if the assertion 
proved true that the physician is an essential fac- 
tor in the organization of the hospital and hence 
could not in truth be called an employee. We 
actually have this condition in the private hos- 
pitals that are owned and conducted by a physi- 
cian or a gruup of physicians. Here the doctor 
may be said to be the hospital, and vice versa. 
The same, however, cannot be asserted of the 
hospitals which are owned and managed by re- 
ligious communities, or other non-medical organ- 
izations. In all these hospitals the doctor, 
although his services are necessary for the oper- 
ation of the hospital, is not an essential part of 
this organization, no more than a lawyer plead- 
ing a case in a criminal court can be said to be 
an essential part of this court. 


Profession Accepts the Doctrine 


It would appear here that a doctrine, which in 
its final analysis leads to conclusions so offensive 
to the dignity of the medical profession, would not 
have been able to find favor with this profession. 
Yet it is an undeniable fact that not only one or 
two physicians, but entire organizations of med- 
ical men, have almost gloried in this doctrine. 
While faithful to its traditions, the profession as 
a body has always resented any action of indi- 
vidual members which showed a tendency to lower 
the professional duties to the level of a commer- 
cial commodity, as, for instance, the entering into 
a contract for medical services with non-medical 
organizations, such as insurance companies and 
industrial corporations. Yet no voice was ever 
raised by the profession in opposition to the doc- 
trine which makes it the purpose of the non- 
medical hospital organization to give medical care 
and be responsible for the physician’s medical and 
surgical treatment of the sick. Again, the pro- 
fession is up in arms against osteopaths, chiro- 
practors, and the like, for the reason that these 
men presume to do work for which only the phy- 
sician is qualified, while at the same time it in- 
sists that the hospital, which can only take the 
place of the nurse, and never that of the physi- 
cian, have for its purpose the giving of medical 
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care. Still worse, this same profession, while 
insisting that it is the purpose of the hospital to 
give medical care and that, consequently, it has 
also the responsibility for the quality of this care, 
would consider it an insult and an infringement 
of its professional rights and privileges, should 
the hospital act on this doctrine and exercise the 
consequent right by claiming as its own every 
patient brought to the hospital, and by treating 
the physician to whom it assigns its patients as 
the employee of the institution. Whence this 
inconsistency? Is it, perhaps, that being aware 
of the hospital’s need of their services, the phy- 
sicians, living up to the principle that might is 
right, and, without paying any heed to the just 
rights of the hospital, aim to protect only their 
own rights against any infringement? Or, is it 
due to the fact that, led astray by a specious doc- 
trine, they in their haste to gain their end did not 
take time to analyze it and thus to discover the 
poison contained in it? Justice compels us to 
accept the latter answer, for although the prin- 
ciple that “might is right” may be the guiding 
motive of individual members and even of groups, 
the profession as a body can scarcely be accused 
of this motive. 


Other Influential Factors 


In addition to this very common fault of ac- 
cepting the statements of others as true, without 
giving oneself the trouble to thoroughly analyze 
them before making them the basis of our actions 
and the premises for our conclusions, there are 
several other factors that have undoubtedly 
greatly influenced the rapid spread of the doc- 
trine which resulted in the unprecedented fusion 
of the physician’s duties into those of the non- 
medical hospital organization. 

The first of these factors is that in the past the 
sharp line of distinction between the hospital 
owned or at least managed by a physician or a 
group of physicians, and that owned and managed 
by a non-medical organization, has not been 
clearly kept in mind when the question of respon- 
sibility and the purpose and work of the hospital 
was discussed. The former, owing to the medical 
character of its organization, can and, perhaps, 
should have for its purpose the giving of medical 
care; the latter is excluded from taking upon 
itself the performing of such duties for the rea- 
son that no non-medical organization has the 
right to assume the duties and obligations of the 
physician, who alone by his education and license 
from the state is equipped and appointed for this 
work. The most that can be conceded to this class 
of hospitals is the nursing care of the sick. In 
fact, next to providing for board and lodging, it 
is the hospital’s peculiar work to take the place 
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of the nurse. Had the fact not been lost sight of, 
that the non-medical hospital organization can 
take upon itself only the duties of the nurse, and 
never those of the physician, the hazy fusion of 
the physician’s work with that of the hospital 
could not have taken place. 

The position that the medical staff holds in a 
very large number of hospitals has undoubtedly 
also helped to bring about this confusion. In 
some hospitals it is looked upon as an advisory 
body, in others the position is one of honor only. 
The hospital’s need of the physician’s service, 
however, led the staff to seek privileges and rights 
in the administration of the hospital that do not 
strictly belong to it. To justify the assumption 
of such rights and privileges, the hospital organ- 
ization was given a quasi-medical character, with- 
out, however, being granted the claims that such 
character must necessarily create. Thus the 
anomaly of a non-medical organization with the 
physician’s duties but without the physician’s 
rights and privileges was brought into existence. 
The staff organization of our state and municipal 
hospitals may have stood sponsor to this anomaly 
on account of a desire on the part of the medical 
profession to hold a like position in all other hos- 
pitals as far as authority and privileges are con- 
cerned. That this, in the case of non-medical or- 
ganizations, would necessarily entail also the dis- 
advantage of becoming mere employees of the 
hospital was, of course, ignored, and that it was 
in the highest degree unfair to the hospital was 
not given any attention. It is good to remember 
that no roof can shelter two masters equal in 
authority very long without disastrous results for 
the inmates of the house. Either the one or the 
other must finally yield. Clear cut division of 
authority and duties is the only means to preserve 
harmony and achieve results. 

Another influence that may have helped to 
bring about the elimination of the boundary line 
which divides the physician’s duties from those 
of the hospital, is the desire on the part of some 
physicians to transplant European hospital condi- 
tions into our American soil. Even a most super- 
ficial study of the history of European hospitals 
would show that such an attempt would be exceed- 
ingly hazardous. The fact that in some countries 
of Europe the results have not been as disastrous 
as in others is no proof that with our social and 
political conditions only good would come from it. 
Our state and even some of our municipal institu- . 
tions bear testimony to the truth of this state- . 
ment. It is an acknowledged fact that home 
grown food, as a rule, is more healthful than that 
imported from other climes, even though the lat- : 
ter may, on account of its novelty, be more pala- - 

















April, 1921 


table. The American hospital as we find it today 
is home grown; it is the child born from parents 
—medical science and social conditions—which, 
although transplanted from an old civilization, 
have passed through the pioneer days of the 
struggle for existence and liberty of our country. 
The same parents nourished it and raised it to 
what it is today. To attempt to graft this child 
on a foreign stem, centuries old and with decay- 
ing roots, may prove disastrous. We must not 
forget that both social and political conditions 
will always find their reflex in the organization 
and management of the hospital and that, what 
may grow luxuriantly in a country with mon- 
archial institutions and with at least some traces 
of union between church and state, may wilt and 
die in a country like America. If, therefore, the 
hospitals in Europe, in larger numbers than in 
our country, are either under the direct control of 
the municipality, or are organizations that take 
upon themselves the entire responsibility for the 
medical care, and employ their physicians on a 
fixed salary to supervise and give the medical and 
surgical treatments to the patients, it does not 
follow that in our country a counterpart of this 
arrangement is desirable, either from the physi- 
cian’s viewpoint or that of the hospital. There 
may be some advantages, there are unquestion- 
ably many evils, both for the community and the 
medical profession, that would come from an or- 
ganization of this nature. The patient actually 
in the hospital may, perhaps, receive better serv- 
ice, owing to the greater centralization of the hos- 
pital work in the person of the physician, and, if 
the physician and physicians are of the right 
quality, even medical science may develop with 
greater facility. On the other hand, the many 
physicians and patients outside the pale of the 
hospital will without fail suffer from this exclu- 
sion. It would seem, therefore, that unless suffi- 
cient hospital facility for all patients and all 
physicians be available, the better solution would 
be to hold the medical profession responsible for 
its own work, and to keep the hospital within the 
limits prescribed by its non-medical character. 


Should the Hospital Teach? 

The second statement, that it is the purpose of 
the hospital to promote knowledge and skill in the 
medical practice, is also open to serious doubt. If 
the primary aim of the hospital is to give the best 
nursing care and comfort possible to the patient, 
all other aims must be secondary and subservient 
to this one; if the hospital’s chief purpose is to 
‘occupy the place of the nurse, it can scarcely be 
. expected to have as its aim the advancement of 
, medical skill and practice. It would be as correct, 
: therefore, to say that it is the purpose of all nurs- 
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ing organizations to promote the acquiring of 
knowledge and skill in the medical profession, as 
it is to affirm this of the hospital. No doctor con- 
scious of his dignity as a physician would seriously 
claim such purpose for the nursing profession. 
Why then affirm it of the hospital? 

But if this purpose, to aid in the advancement 
of medical skill and knowledge, cannot be the 
primary object or the purpose of all hospitals, 
there is no objection if these institutions make it 
a secondary aim. Yes, it is advisable that they do 
so. It must not be forgotten, however, that the 
nursing care, the comfort of the sick, and the con- 
sent of the patient are the boundary line at which 
this activity must halt. The patient in the hos- 
pital is there primarily to be cured of his infirmity 
and not to be used as clinical material for study 
by interns and members of the medical profession. 
Before this may be done, the consent of the pa- 
tient must be obtained. This rule applies even to 
the records of his infirmity to which the patient 
has the first, not to say exclusive, claim. His con- 
sent must, therefore, also be obtained before even 
this record may be discussed in the presence of 
the physicians that had not been called, either in 
consultation or as assistant physician on the case. 
This right of the patient the hospital must re- 
spect. But it can aid the advancement of the 
medical profession by persuading the patient to 
give this permission, by furnishing equipment for 
a thorough study, by encouraging the physicians 
to make such study, ete. If this is what Dr. War- 
ner meant to say, every patient, physician, and 
hospital will be in full accord with him. But the 
tendency of some members of the medical pro- 
fession has been to look upon every patient as 
clinical material for general study, with entire dis- 
regard of the patient’s personal rights and the 
hospital’s obligations to the patient. Such a stand 
is presumptuous and cannot be justified. Even 
science must stop when further advance would 
mean a transgression of personal rights and privi- 
leges. 

The third statement, that the so-called teach- 
ing hospitals differ from others only in opportuni- 
ties, also shows traces of having been hastily 
penned. We may assume that by “teaching hos- 
pitals” the doctor means hospitals which are con- 
nected with some medical school, and have for 
their purpose the teaching of interns or medical 
students, and that the opportunities which the oth- 
er hospitals lack are such connection with a med- 
ical school and such interns and such students. 
Teaching hospitals, if they wish to be true to their 
name, cannot well do otherwise than make the 
teaching of the young men as much their main 
aim as do the medical schools of which they are, in 
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fact, a part. These hospitals must teach the prac- 
tical application of the theoretical knowledge giv- 
en by the school in order that the young physi- 
cians may enter upon the independent practice of 
their profession without, at least for a time, be- 
coming a menace to the life and health of the 
community. If the conscientious nursing care of 
the sick, and their comfort and personal right to 
privacy and professional secrecy as to the causes 
and nature of their infirmity did not at times con- 
flict with the purpose of the hospital to teach, then 
we could indeed conceive it possible to fuse the 
purpose of caring for the sick, and that of teach- 
ing knowledge and skill in the practice of medicine, 
into one uniform purpose of all hospitals. But 
the danger of mistakes due to inexperience, the 
discomfort and lack of secrecy coming from the 
desire to learn rather than to cure on the part of 
the young students, make such fusion scarcely pos- 
sible, and demand that what in other hospitals is 
the primary end, become subservient to this end 
in the teaching hospital. 


Primary Purpose Should be Didactic 


The fact, that the primary purpose of the teach- 
ing hospital should be didactic, points out to us 
the road that we must follow in order to discover 
other dissimilarities in the two classes of hospi- 
tals. We find these in the nature of the medical 
staff and of the nursing personnel, and also in the 
guidance to which the teaching hospital should 
submit. 

The medical staff of the teaching hospital 
should, at least to some extent, consist of pro- 
fessors of the school with which this hospital is 
connected. The reason for this is, that the young 
men will more readily yield to the authority of 
their professors and, hence, will not be apt to be 
too much troubled with imaginary medical ability 
both to the detriment of the patient and the hospi- 
tal, and that they will not quite as readily become 
dissatisfied, the moment they feel that some of 
their rights and privileges have been restricted by 
regulations governing them in the _ hospital. 
Again, the professors alone will, as a rule, take 
sufficient interest and, consequently, will have the 
necessary patience to teach and not merely to ex- 
ploit these young men. 

The nursing personnel, also, must be of better 
quality in the teaching hospital than is absolutely 
necessary in non-teaching institutions. In the 
first place there must be a greater number of ex- 
perienced nurses. Then, there should be only a 


small number, and if possible, no student nurses. 
It is almost criminal to leave a patient, at all 
seriously ill, for the greater part of the day and 
night in the hands of the student nurses and an 
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inexperienced intern. To depend upon the doctor 
on his daily rounds to correct the young man’s 
mistakes may be waiting until it is too late. Hence 
also an experienced house physician who has full 
control over the young men and their work must 
be in constant attendance during the absence of 
the attending physician. 

Finally, the teaching hospital should be under 
the direct guidance, if not control, of the school. 
The reason for this is that the teaching hospital 
is practically a part of the school, as it gives the 
practical application of the theoretical teaching 
given by the school. Only in this way will it be 
possible to have the harmony and correlaticen in 
the teaching of the theory and the practice, which 
are so necessary for success. 

With these qualifications of the teaching hos- 
pital in mind, we are surely justified in not sub- 
scribing to the statement that teaching hospitals 
differ from others only in opportunities and not in 
purpose. The fact alone, that it is not, nor can be, 
the primary aim of all hospitals to promote the 
acquiring of knowledge and skill in medical prac- 
tice, should lead us to look for a flaw in this state- 
ment. Of course, it may be true that some so- 
called teaching hospitals do not differ from other 
hospitals, but then these have no right to this 
name, and, if it was the doctor’s intention to point 
to this fact by his remark, we can only be in full 
accord with him. 

The question, therefore, “Should the hospital 
give medical care,” placed at the head of these 
remarks touch their basic thought, and the 
answer, which is in the negative, is also the an 
swer, to the three statements quoted from Dr. 
Warner’s article. The non-medical hospital organ 
ization, whose scope is confined to the work of 
providing board and lodging and the nursing care 
of the sick, trespasses on forbidden ground the 
moment it presumes to assume duties that are 
peculiar to the physician. It can, therefore, have 
for its purpose neither the giving of medical care 
to the sick, nor, unless it be a teaching hospital, 
the instructing of the medical student and the 
practitioner in the duties and the knowledge of 
their profession. This hospital takes the place of 
the nurse and not that of the physician. Taking 
this principle as a premise, the conclusion is justi- 
fied that the best policy of the medical profession 
in its relation to the hospital would be, not to 
insist on placing burdens on the shoulders of this 
institution for which its place and work in the care 
of the sick make it unfit, but rather to encourage 
it to improve and develop in that sphere of activ- 
ity to which by the work peculiar to itself it is 
confined and in which it can do the most good. 
Instead of, therefore, urging responsibilities upon 
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the hospital that belong to the physician ex- 
clusively, it would seem far better both from the 
viewpoint of the physician and that of the hospi- 
tal, if the medical profession would encourage it 
to adopt the following principles as a guide in its 
beneficent work for suffering humanity and in 
contributing its share to the advancement of med- 
ical science: 
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1. The patient belongs to the physician who 
alone is responsible for his professional work. 

2. The hospital is responsible only for the 
nursing care of the sick. 

3. The hospital stands ready at all times to co- 
operate as far as possible with the attending 
physicians in all efforts to advance medical 
science. 


MEDICAL CARE IS THE MEASURE OF A HOSPITAL’S 
REAL SERVICE 


By A. R. WARNER, M.D., ExecuTIvVE SECRETARY, AMERICAN HOSPITAL ASSOCIATION, CHICAGO, ILL. 


HE paper, “Should the Hospital Give Medical 

Care to the Sick” (p. 320), may well be care- 
fully read by every hospital administrator. It is 
a very clear and logical presentation of the two 
present schools of hospital thought, hospital ideals, 
and hospital policies. These two schools are sharply 
differentiated by the two questions: “Should the 
hospital give medical care to the sick?’ and 
“Should the hospital give nursing care combined 
with board and lodging?” The paper develops 
very clearly and logically the responsibilities, the 
organization, the end results, and the position in 
society of each type. The reader is left to choose 
the school to which he desires to adhere. 

There are, however, a few supplementary argu- 
ments which, in the judgment of a confirmed 
adherent of the “medical care” school, may well 
be added. These are grouped under two heads. 
The first is the question of the actual position of 
the hospital before the law and in the opinion of 
the public today, i. e., the question of established 
fact. The second is the theoretical question of 
desirability and feasibility. Which type of hos- 
pital is best—and we agree with Father Straub 
that no roof can shelter two masters equal in 
authority very long. Eventually the hospital must 
become the adherent of either one school or the 
other and develop the institution definitely in one 
line or the other. For convenience the two 
schools will be referred to in this article as the 
“medical care” school and the “nursing care” 
school as the board and lodging goes with both. 

To the public, the institution called a “hospital” 
will always mean the same, as to the benefits to be 
derived therein. The public is beginning to get 
some distinction of the service as good or bad, 
but professional and technical distinctions can 
never come. These arguments, therefore, apply 
to all hospitals alike, regardless of organization. 

The hospital is either in fact a medical institu- 
tion responsible for professional care and results, 
or it is not. In the same way the hospital is 


either a nursing instituti.1 responsible for the 
nursing care given in the institution, or it is not. 
Why not make the licensed nurses performing 
and directing this work personally responsible? 
The principles involved are the same. Is nursing 
not yet a profession? If it is, can a lay organiza- 
tion assume its function? But this discussion is 
confined to the question of “medical care.” 

The Supreme Court decisions on this subject in 
the various states disclose great unanimity in 
adhering to the principle of respondeat superior 
in cases of every nature. No dividing line sepa- 
rating responsibility for medical care and nursing 
care is apparent. The basis of all decisions 
appears to have been simply consideration of the 
welfare of the patient as affected by contact with 
the institution. In all states but one, this respon- 
sibility has been limited in institutions organized 
“not for profit” to a responsibility for the “exer- 
cising of reasonable care in the selection of its 
agents.” The medical staff is clearly included 
among the agents. 


Reasons for Legal Limitation 


We do not find clear statements as to the 
reasons for this limitation, but several have been 
mentioned. Among these are: (1) broad con- 
sideration of public policies, (2) the recognition 
that the funds of such an institution are trust 
funds, and therefore, not to be dissipated, and (3) 
a recognition of an implied waiver on the part of 
the patient. 

The following statement has been copied from 
one decision as especially clear on this subject: 
“The maxim of respondeat superior is bottomed 
on this principle, that he who expects to derive 
advantage from an act which is done by another 
for him, must answer for any injury which a 
third person may sustain from it. Since the hos- 
pital derives no profit from its work and since it 
is founded for the sole purpose of conserving the 
health and life of all who may need its aid, and 
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since it ministers to those who cannot pay as well 
as those who can, thus acting as a good Samari- 
tan, justice and sound public policy alike, dictate 
that it should be exempt from the liability attach- 
ing to masters whose only aim is to engage in 
enterprises of profit or of self-interest. The 
patient who accepts the services of such an insti- 
tution, if injured therein by the negligence of an 
employee, must be content to look for redress to 
such employee, alone. The principle invoked is 
analogous to that which exempts municipalities 
from the rule of respondeat superior in the dis- 
charge of their governmental functions.” (Hall 
v. Smith, 2 Bing. 156, Wis.) 

These Supreme Court decisions have in the past 
protected the hospitals not organized for profit 
from suits for damages resulting from medical 
treatment received within the institution, and 
have directed such suits against the individual 
physicians carrying out professional treatment in 
question, excepting responsibility for “the exer- 
cising of reasonable care in the selection of its 
agents.” 


Held Responsible for Medical Care 


A recent Minnesota Supreme Court decision 
(Mulliner vs. Evangel, Dickonniessenverein of 
Minnesota, 301 Minn.) is, however, quite to the 
contrary. This decision was rendered January 9, 
1920, and held the hospital (organized not for 
profit) responsible for the death of a pneumonia 
patient who had become delirious and jumped out 
of a window. The court argued that the hospital 
should have known the possibility of delirium and 
self-destruction in pneumonia, and guarded 
against it. The patient was a pay and private 
case in the hospital, but the responsibility or the 
orders of this patient’s physician were not consid- 
ered. The guiding principle as expressed in the 
decision was as follows: “In our own opinion the 
rule of liability seems to us best and we adopt it. 
Briefly stated, these considerations influence us. 
The doctrine of respondeat superior, that is, that 
a person or corporation shall respond for damages 
caused by the negligence of one of its employees 
in the course of his employment, is the rule. It is 
founded on the doctrine that what one does 
through another, he does himself.” This decision 
sustained a verdict of $6,500.00 damages against 
the hospital. 

There is nothing in the foregoing, questioning 
the responsibility of the hospital for the results 
of the medical work of the institution. In fact, 
by justifying and establishing limitations, this is 
acknowledged and established. The decisions 
seem to the writers to indicate that the law does 
now hold hospitals responsible for “the physi- 
cian’s negligence or culpable ignorance,” but in 
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institutions organized not for profit this is lim- 
ited to the “exercising of reasonable care in the 
selection” of these agents (physicians). In other 
words, the legal interpretation of the hospital is 
that it gives medical care and is responsible for 
this. The general public certainly holds the hos- 
pital morally responsible. 

The considerations of desirability and feasibil- 
ity offer unlimited opportunity for discussion. 
The policy of avoiding unnecessary responsibility 
is generally wise. But can we operate our hospi- 
tals with any consideration of the patient’s wel- 
fare without assuming this responsibility? 


Detail of Operation Would Be Difficult 


It is difficult to picture the detail of the prac- 
tical operation of a hospital on the “nursing 
school” plan. Such an institution must neces- 
sarily avoid any responsibility for the medical 
care. Some of the patients will enter the institu- 
tion having selected their physician and arranged 
for their medical care in a satisfactory manner. 
Some would come without doing so and the neces- 
sity for arranging this could be explained to most 
patients and to their families. A very sick or 
emergency patient would, of course, be nursed 
until the necessary arrangements could be made 
with some physician to assume the responsibility, 
and in case there was not sufficient time to make 
these arrangements the coroner could be called in 
to assume the final responsibility. Perhaps the 
clamping of bleeding vessels and some other first 
aid could be given to accident cases as a nursing 
care. No patient could be excluded for medical 
reasons, as no diagnosis could be made by the in- 
stitution or for the institution (without medical 
agents). The patient’s malady would be confiden- 
tial between himself and his physician. On the 
other hand, if patients cannot be assigned with- 
cut assuming medical function, patients unable to 
arrange with any physician to assume the respon- 
sibility of their case must necessarily be refused 
admission into such an institution. 


Laboratory Work is Medical Care 


Real problems would arise in the surgical op- 
eration, to arrange everything so that it could be 
carried through without the assumption of med- 
ical responsibility by the institution. It is per- 
haps possible that the hospital could do the ster- 
ilizing and render other assistance as the agent 
of the doctor, yet if this is the physician’s re- 
sponsibility it would, of course, be incumbent 
upon him to see that all be properly done. The 
responsibility for x-ray service, laboratory serv- 
ice, and all other special medical service to the 
patient would remain strictly the responsibility of 
the physician. How under the “nursing school” 

















April, 1921 


plan would the physician get this work done? It 
would be quite impossible for the hospital to 
maintain these services without assuming medical 
responsibility, as the medical treatment in some 
cases would be based entirely upon, or consist 
entirely of laboratory work. Would the physi- 
cians of the community rent space in the hospital 
and maintain the laboratories. to be prepared to 
give their patients proper treatment? If so, why 
don’t they do this in towns without hospitals? 

Is the compounding of medicines nursing care, 
or medical care? If medical care, the physicians 
could organize a cooperative drug room the same 
as the various laboratories. 

The intern doing professional work must be 
responsible wholly and directly to the physician, 
and must be always his agent. The physician 
could probably arrange for his board and lodging 
either in the hospital or nearby, as needed. The 
physicians would be responsible for securing the 
interns and for their work. They would come to 
the hospital only to do such work as the physi- 
cians severally should order. Perhaps the physi- 
cians could devise rules for them to follow in 
determining the precedence of these orders. 

As medicine has developed as an exact science 
and not as an art, there remain but few commit- 
ted to the policy of secrecy within the profession, 
or objections to the recording of medical findings 
and procedures carried out in the institution, ex- 
cept the physician abortionists. But even the 
novice in this work would find no difficulty in prac- 
ticing in a “nursing care” institution. No one 
would have the right to know or to question. Such 
information is all medical. A medical institution 
knows how this practice is carried on and re- 
quires a microscopical examination of all curet- 
tings by its agents. The saving of the curettings 
and the making of sections therefrom would have 
no place in a nursing institution. This would be 
the duty of the physician to do, but not to divulge 
the findings without the patient’s consent. 


Teaching Hospitals Not Primarily Didactic 


Nothing can be gained from any discussion as 
to the ownership of the patient. The American 
public persists in maintaining its right to seek 
alleviation for physical ills from the hands of 
God, from institutions, from physicians, from 
other men professing special powers, from patent 
medicines, and also from a large variety of cults 
and ideas; it also assumes the right to change 
without notice or to use combinations. It is con- 
sistent only in the fact that it will not stay put, 
that it will not be owned by anyone. All rights 
are reserved. 

The paper by Father Straub also questions the 
statement that “teaching hospitals differ from 
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other hospitals only in opportunities.” Hospital 
functions are generally stated as, first, the care 
of the sick; second, education of future person- 
nel (physicians, nurses, dietitians, anesthetists, 
administrators and others); third, research or 
pure science. The statement that teaching hos- 
pitals differ only in opportunities was intended 
to mean that teaching hospitals, in common with 
all others, have identically these functions, and 
recognized their importance in the same order. 
The teaching hospital, by virtue of its plant, its 
organization, and the personnel of its staff, has 
the opportunity to do more and better work in 
the second and third common functions of hospi- 
tals than the others. The statement was intended 
to convey also the impression that no teaching 
hospital has ever placed the second or third pur- 
poses in any other position. In these hospitals 
the care of the sick or the welfare of the patient 
remains the first and primary aim and endeavor, 
the same as in other hospitals. The longest wait- 
ing lists in the country, especially for pay pa- 
tients, are in these teaching institutions. Cer- 
tainly the public is of the opinion that their wel- 
fare is best conserved in these hospitals, notwith- 
standing the fact that these institutions do more 
work under the second and third functions than 
the others. The statement that “the primary 
purpose of the teaching hospital should be didac- 
tic” is wrong in principle and quite contrary to 
present practice. 

The fundamental principles of the “nursing 
care” school are well expressed in the three state- 
ments with which Father Straub closes his article. 
Compare those with the following as represent- 
ing “medical care,” and choose your school. 

1. The patient enters the hospital to receive 
the organized and systematized medical care of 
the institution. 

2. The hospital is responsible that the patient 
receive the full and proper medical care indicated 
with every safeguard, and is also responsible for 
the conservation of the public health of the com- 
munity. 

3. The hospital will maintain laboratories and 
give every aid to its staff and the physicians per- 
mitted to practice in the institution to accomplish 
the most effective treatment of the patient, to bet- 
ter the teaching done, and to aid scientific re- 
search. 





Mme. Marie Curie, the discoverer of radium, will visit 
the United States this May, as the guest of Mrs. Wm. 
Brown Meloney, editor of the Delineator. Mme. Curie 
will make quite an extended tour in the country. A recep- 
tion committee of physicians engaged especially in radium 
work has been appointed under the chairmanship of Dr. 
Francis C. Wood. 
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SOCIAL SERVICE REPORT SUBMITTED 


The Rockefeller Foundation called a meeting in New 
York City in February, to receive the report of the com- 
mittee of the American Hospital Association which made 
the study on hospital social work. The report was criti- 
cally discussed from many angles, and was very well 
received. The general attitude toward the carrying on’ by 
the Association of the further study covering the educa- 
tion and training of hospital social workers was a com- 
plete agreement that this was the natural thing to be 
done, and the way for it to be done. 

In response to the question of President Vincent as to 
the attitude of the Association toward the acceptance of 
this work, Dr. A. R. Warner, executive secretary, out- 
lined the position of the Association in the matter. He 
said that all funds by the committee must be raised sepa- 
rately, in which undertaking the Association would expect 
the cooperation of the other groups represented in the 
raising of the funds, for the Association could not con- 
tribute to the work any more than the general overhead 
and administrative expense. Mr. Michael M. Davis is con- 
sidering the question of raising the special funds for this 
survey, and making an estimate as to the probable amount 
needed. Dr. Warner stated that the committee must be 
finally named by the Association, and the report must not 
be made public until it has been approved by the Asso- 
ciation’s trustees, who reserve the right, as the committee 
will be necessarily local, to submit it for criticism to any 
groups, geographical or otherwise. 

A meeting of the Dispensary Committee with the Dis- 
pensary Service Bureau was also held, and the problem of 
differentiating and correlating the work of the two bodies 
was discussed. The program of the Dispensary Commit- 
tee for the year was mapped out. It was determined also 
that there should be an educational exhibit again this 
year, to instruct as to ideal methods of carrying on 
venereal disease clinics. 


RED CROSS IN NEW YORK READY FOR 
EMERGENCIES 


Several thousand trained workers, organized into a 
relief unit by the New York County Chapter of the Red 
Cross, are prepared to report for duty at any time in 
case of a disaster anywhere in metropolitan New 
York. 

The unit is made up of trained nurses, ambulance 
drivers, canteen workers, and first aid workers. Should 
there be a fire of great magnitude, an explosion, a subway 
accident, or any similar disaster, it is equipped to handle 
10,000 casualties a day. 

A garage housing nineteen Red Cross ambulances is 
open day and night in readiness for carrying possible dis- 
aster victims to hospitals. Enormous supplies of surgical 
dressings, clothing, operating equipment, litters and cots 
lie ready for immediate transportation at’ the Metropoli- 
tan warehouse. 

There are enough cans of meat, condensed milk, coffee, 
and cookies stored away in the Red Cross canteen to sup- 
ply a small city. The organization’s Canteen Corps is 
able to serve seven hundred persons with food in five 
minutes, and has equipment for making 600 gallons of 
coffee in forty minutes. 

The disaster relief unit has already been called on for 
service several times,—the most notable being the Wall 
Street explosion. Twenty-five minutes after the explo- 
sion, Red Cross nurses, and a truck loaded with emer- 
gency supplies arrived on the scene of the disaster. 
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HOSPITAL ASKS FOR POPULAR VOTE 


Vassar Brothers Hospital, Poughkeepsie, N. Y., is try- 
ing a rather novel experiment. It has sent out postcards 
with one part stamped and addressed for reply, asking 
for a popular vote on three propositions. First, should 
the hospital restrict its facilities, cutting its charity work 
in half and thus keep within its income; second, should it 
continue as at present until annual deficits have wiped out 
its funds; or, third, should it be modernized and enlarged 
to meet the needs of the community. 

The proposed enlargement of the hospital consists of a 
four-story “pay” pavilion, and a three-story section to 
connect it to the present building. The “pay” pavilion 
would be 172 feet long, forty-three feet wide, and fifty-one 
feet high. There would be seven wards with twenty-four 
beds on the first floor; on the second floor, eight rooms 
with four connecting baths, eight single rooms, and one 
two-bed room; the third floor similar; and the fourth floor 
would be given over to the maternity department. 

In the connecting section, there would be the reception 
rooms, the nurses’ dining room, and entry room, the in- 
terns’ dining room, serving rooms, diet kitchens, and de- 
partments for massage, mecano-therapy and _ hydro- 
therapy. An extension to the north would provide a clinic, 
a dispensary, accident room, ambulance entrance, three 
medical rooms, three surgical rooms, three “eye and ear” 
rooms, one dental room, a pharmacy, and quarters for 
patients received under the Workmen’s Compensation Act. 
The extension to the south would include the kitchens, 
store houses, etc. 

The first floor of the connecting section would house 
the general offices, record room, consultation room, and 
superintendent’s office. In the rest of the building would 
be operating rooms, laboratories, etc. The roof would be 
finished off as a place for convalescent patients to take 
the air. 

The proposed nurses’ home would provide seventy-three 
single rooms besides the quarters for the superintendent 
of nurses and her assistants. On its ground floor would 
be a large auditorium suitable for lectures, and recre- 
ational activities. 

The enlargements would be of brick with cream colored 
cast stone trim; they would cost approximately all the 
fund now at the disposal of the hospital, or about 
$700,000. 





PLAN FIVE NEW HOSPITALS 


On February 7, the House passed a bill to expend 
$12,000,000 in the construction of five hospitals to care 
for wounded soldiers in different parts of the country, 
and an additional $500,000 to convert into a hospital the 
barracks at Ft. Walla Walla, Washington, and Fort Mc- 
Kenzie, Wyoming. The bill authorized the Secretary of 
the Treasury to lease, for the state of New York, the hos- 
pital building on Creedmore Rifle Range, Long Island. 
This hospital, which has been provided by the New York 
State Legislature, will cost the state $3,000,000 and will 
be rented by the Federal Government for $300,000 a year. 
One of the new hospitals will be built in the Central 
Atlantic Coast States, one in the Great Lakes Region, one 
in the Rocky Mountain States, and one in Southern Cali- 
fornia. The Senate also has ratified this bill. It makes, 
however, a total appropriation of $18,000,000 available 
through amendments attached to the Sundry Civil Bill. 
One of these amendments would appropriate $12,500,000 
for the five new hospitals, and the other would provide 
$6,100,000 for improvement or new construction on public 
health service hospitals. 
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PROGRESS IN SANATORIUM CONSTRUCTION* 


By T. B. KIDNER, INSTITUTIONAL SECRETARY, NATIONAL TUBERCULOSIS ASSOCIATION, NEw YorK City 


HE records of the National Tuberculosis Asso- 

ciation show that poor progress was made 
during 1920 in the provision of sanatoriums for 
the tuberculous in the United States. 

Twenty new institutions were opened during 
the year, classified as follows: 

State, three; county, twelve; municipal, two; 
private, one; preventoria, two. One of the 
municipal institutions consisted of tuberculosis 
wards added to an existing general hospital. 

The total capacity of these twenty institutions 
is only 1,330 beds, and inasmuch as it has been 
estimated that the United States is short some 
ninety thousand beds, this can only be regarded 
as a lamentably poor showing. 

The estimate of the country’s needs for sana- 
torium beds is based upon what many 
authorities believe to be the very con- 
servative ratio of one bed for every 
annual death from tuberculosis in a 
community. Last year, approximately 
one hundred and fifty thousand per- 
sons died from tuberculosis in the 
United States. A count made in the 
summer of 1920 
showed that there 
were in the whole 
country less than 
fifty-seven thou- 
sand beds in insti- 
tutions for the care 
and treatment of 
tuberculosis 

The foregoing fig- 
ures do not include 
some institutions 
which have been 
opened for the care 
of tuberculous ex- 
service men, but it is known that the government 
is still short of beds for these men, and the gen- 
eral shortage is not reduced. 

One of the new state institutions (South Caro- 
lina) is for negroes. There is a crying need for 
more such institutions, for in only four states are 
there state sanatoriums for colored people. It is 
understood that the State of Maryland has 
secured a site for a negro sanatorium, and at the 
moment of writing there is a bill before the Texas 
legislature to provide for the erection of a state 
sanatorium for negroes. 


*This article was intended for the March review number of THE 
MODERN HospPITAL, but it arrived too late. 











In addition to the two preventoria for children 
included in the summary, special buildings for 
children were opened in connection with the fol- 
lowing sanatoriums: Arroyo Sanatorium, Liver- 
more, Cal.; National Jewish Hospital for Con- 
sumptives, Denver, Col.; Sea View Hospital, 
Staten Island, N. Y. 

During the year, legislative or other provision 
was made for new sanatoriums as follows: 
County, four; municipal, two; private, one; pre- 
ventoria, one. 

In addition, appropriations for increasing the 
capacity of existing sanatoriums were made in six 
counties and one municipality during the year. 

It is evident that there must be no relaxation of 
effort on the part of all concerned to provide more 
institutions for the care of the tu- 
berculous. Many of the states have 
done well in this matter, but there are 
still several in which no facilities 
exist and a considerable number in 
which they are most meagre. 

There are two or three outstanding 
tendencies in tuberculous sanatorium 
construction which 
are worthy of com- 
ment. 

While skilled phy- 
sicians have made, 
and continue to 
make, remarkable 
cures in the poorest 
possible structures, 
the newer institu- 
tions for the treat- 
ment of tuberculosis 
are very different 


Fig. 1.—Second floor plan of the infirmary of the Nassau County Sanatorium, from most of the 
Long Island, N. Y. 


early examples. To 
put it mildly, the possibility that a person ill with 
tuberculosis should be comfortable, was appa- 
rently not considered at all in the era of sana- 
torium construction which gave us that unplea- 
sant term “shack,”—unfortunately, all too often 
a most appropriate one for many of the structures 
employed. 

Today, it is everywhere realized that a patient 
ill with tuberculosis requires just as comfortable 
quarters as do patients suffering from typhoid 
fever, or any other acute disease. Therefore, in 
all recent examples of tuberculosis sanatorium 
construction, the accommodation provided, at 
least for the “infirmary” cases, differs scarcely at 
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all from that provided for other dis- 
eases, or accidents, in a modern general 
hospital. The various auxiliary rooms, 
such as diet kitchens, utility rooms, 





























linen rooms, etc., differ not at all. The 
chief point of difference is that provi- 
sion must be made for open-air sleeping — * 
for most of the patients, which is done ; 





in two ways. The first way is by ar- 
ranging large window spaces, which can 
be opened so that, in effect, the patient 
is sleeping out of doors while in an ordi- 
nary room. In the colder parts of the 
country, a little extra radiation is usually installed 
in such cases, so that the nurse can close the win- 
dows and turn on the steam to warm up the room 
quickly before a meal, or at other times. The 
second method is to provide porch space near each 
patient’s room, so that the cot may be wheeled 
out upon it in the day time, and in fine weather, 
at night. 


Day of Large ‘““Open Ward’’ Gone 


More single rooms for acutely ill patients are 
being provided; in fact, some authorities are in 
favor of single-bed rooms throughout the hospital 
or infirmary unit of a sanatorium. In general, 
however, the tendency is to provide one-bed, two- 
bed and four-bed wards for patients in the acute 
stage of tuberculosis, and it may fairly be said 
that the day of the large “open ward’ in the in- 
firmary unit of a sanatorium is past. 

The tendency towards smaller units is not, how- 
ever, confined to the buildings in which patients 
in the acute stage are housed. Due, possibly, to 
the higher standards of living and housing gen- 
erally, sanatorium patients, even in public insti- 
tutions, are everywhere today demanding more 
privacy than is afforded, especially for ambulant 
patients, in many institutions. (There are some 
notable exceptions, and, for some years past, the 
small unit has been the rule for patients in all 
stages throughout some of the leading sanatori- 
ums in the United States.) 

Theoretically, the cottage type of housing for 
ambulant patients is probably the best, but, in 
public institutions in particular, there are some 
objections to its adoption. Not only are the 
original and upkeep costs greater than in a build- 
ing of the congregate type, but supervision is 
more difficult and troublesome, especially in large 
institutions in which, of necessity, the cottages 
are spread over a large area. The problem, then, 
is to provide in a congregate building, the advan- 
tages of the cottage type of housing. This has 
been done in several ways, but a recent example, 
the ambulant patients’ quarters for the New Eng- 


Fig. 2.—First floor plan of the pavilion for ambulant patients. 
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Central New 
England Sanatorium, Rutland, Mass. 


land sanatorium, at Rutland, Mass., presents 
some novel features. As will be noted from the 
second illustration the patients are housed in 
units of two, with a porch on which the patients’ 
cots from the two adjoining units can be wheeled 
out for open-air sleeping. As in the example of 
infirmary quarters, (Illustration No. 1) each 
room has a window opening directly to the outer 
air and sunlight. It is a simple matter to wheel a 
cot out from a room to porch. 

The rooms can be heated to a moderate degree, 
so that beds and bedding can be brought in and 
warmed (and dried, which in many localities is 
necessary) with a minimum of trouble. 

The addition of a diet kitchen and a nurse’s 
utility room would render this plan quite suitable 
for housing semi-ambulant patients. 

It will be noted that there is a “rear plat- 
form.” This is a feature that a great many 
sanatorium authorities are now requesting and is 
quite often formed of concrete, at grade; being 
designed for use as a “north porch,” on which 
patients can recline on cure chairs in the shade of 
the building in hot weather. There are few parts 
of the United States where such a provision would 
not be found useful in the height of the summer. 


Tendency Toward Comfort and Privacy 


To sum up what seem to the writer to be some 
of the outstanding tendencies in tuberculosis 
sanatorium construction today, greater comfort 
and more privacy for the patients seems to be the 
most marked. Cheap, flimsy construction is giv- 
ing place to more substantial buildings; “shacks” 
of the early type, including canvas structures, are 
relegated to the limbo of forgotten things; canvas 
curtains are being replaced by proper windows 
and, generally, better standards for buildings and 
equipment are being followed. 

Social features and occupational therapy are 
also well to the fore, and the “Community Build- 
ing,” where organized recreation, arts and crafts 
work, academic and other classes are provided, 
forms a feature of most of the recent plans. 
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MAKING THE HOSPITAL AND CLINIC RECORD 
SERVICE SERVICEABLE 


By WILLIAM EVERETT MUSGRAVE, M.D., DIVISION OF ADMINISTRATION OF THE UNIVERSITY OF CALIFORNIA MEpI- 
CAL SCHOOL AND HOSPITALS, SAN FRANCISCO, CAL. 


CREDITABLE clini- 
cal record service 
depends upon the same 
elements of fixed policy, 
definite organization, and 
efficient managementthat 
are necessary to success 
in any other work. The 
board of directors of 
every worth while hospi- 
tal should publish as 
part of its fixed policy 
that an adequate clinical 
record for every patient 
must form part of the 
hospital files with as 
much certainty as does 
the ledger account, and 
it should recognize the cost of such records as an 
essential item of hospital expense. 
In the scheme of hospital organization, the rec- 
ords should be recognized as a unit or subdepart- 
ment among the other general utility services, 
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such as x-ray, laboratories, and office manage- 
ment. The unit should be in charge of a trained 
clerk, who is responsible to the superintendent 
or director. In good hospitals of more than one 
hundred and fifty beds, an efficient and useful 
record service will require the full time of two 
clerks, but in very small institutions the work 
may be delegated to a single clerk with other 
duties. 

The clinical records of the average hospital usu- 
ally consist of incompletely made out admission 
slips, filed in some indifferent manner, plus a lot 
of nurses’ notes, rolled up and stored in a base- 
ment. Too frequently there is an elaborately out- 
lined index system, which is not kept up, and a 
remarkable color and size assortment of “forms” 
incompletely prepared and not preserved in an 
accessible manner. 


Why is it that hospitals, unlike any other 
business undertaking, try to struggle along 
without any sensible, practicable system 
of indexing and filing? No one questions 
the value of such systems, but very few 
try to put them in operation. 

One reason is that such an elaborate method 
is started that it can’t be carried out. 
Also medical students are taught how to 
make lengthy and complex records, but 
not how to prepare abstracts or summaries. 
Then, too, many hospitals are wavering 
between different disease classifications 
and finally give up all of them. 

These things, though difficult, are not nec- 
essary, and can be overcome. 
must face and solve the problem of records. 


Why is it that so few 
hospitals have a sensible, 
practicable lot of forms; 
a simple index, and prop- 
erly completed and filed 
records? Certainly there 
can be no question of the 
value of such records,— 
value alike to the patient 
and the physician. One 
would not think of try- 
ing to carry on any other 
important undertaking 
without records, as be- 
ing necessary to refresh 
memory, to guide those 
who must follow or com- 
plete unfinished work, 
and as constant evidence of honesty. 

There are many reasons for poor records; 
medical students sometimes are taught elaborate 
methods of “history taking” and are required to 
write their records out in absurd detail. They 
are not, as a rule, taught to prepare abstracts of 
records and a method of indexing and filing these 
abstracts or summaries, so that they may be used 
as a running diary of experiences for their future 
guidance and development. Many hospitals have 
no working system for preparation and indexing, 
and others have a hopelessly complex system 
which is rarely carried out. 

Most important of all, many hospitals are in a 
constant state of indecision between so-called 
“Systems of Classifications of Diseases.” They 
may attempt to put one into force and fail be- 


Hospitals 
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Figure 2. 


cause of the “ifs,” “ands,” and “buts,” that hope- 
lessly involve most of these “systems,” or else 
the expense becomes so great that the record 
work is given up entirely. 

None of these things is necessary, and a useful 
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clinical record system can be so simplified that 
it ought to be a pleasure to physicians of the staff 
to prepare the records, and a routine duty and 
expense of the hospital to index and file them. 


Form 64-10m-12,'20 
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series never should be changed or broken. These 
numbers should show on the name index cards 
and upon all records while the patient is in the 
hospital. When the patient leaves, the clinical 
record system adds its perma- 
nent serial number to all in- 
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records to be kept up to date 
in indexing and filing. It does 








not hold up hundreds of rec- 
ords because some chronic pa- 





tient has been six months in 














written on this sheet. 











the hospital. It enables hospi- 
tals to give statistical facts 
monthly, or as desired, upon 
completed work, and does away 








Previous admission numbers: Transfer record 


OTHER MATTERS TO BE INDEXED. 


NOTICE.—Physicians should remember that the Index to records 


will be exactly as complete as are the diagnoses 


Record prepared by Record checked 


Intern la “Resident or Asst. Recorder 





Figure 3. 


The important requirements of a simple, effi- 
cient, useful record system are: identification, ad- 
mission, preparation of records, indexing, filing, 
and transfer records. 

Names, of course, should be carefully and ac- 
curately written. A name index prepared as pa- 
tients are admitted must form a part of the office 
or business records. A similar index must form 
part of the clinical record system. Admissions 
should be serially numbered from one up, and the 


This record contains the following special sheets: Temperature—Orthopedic—Maternity—Clinical Laboratory— 
X-Ray—Operating Room—Delivery Room—Chemical—Pathological—Photographic—Formula record. 


(Note operations, births, and all other matters wanted on index cards.) 


with all the nonsense of “ad- 
mitted,” “discharged,” “re- 
maining at end of period,” etc., 
that formerly wasted a lot of 
good paper and time. 

The most important part of 
a patients’ record system should 
be the admission sheet, and 
this sheet should form the first 
page of the clinical record. A 
- earbon copy may very well 


Edited and approved 





Chief of Division or Service ; 


form the foundation of office 

records as well. A good form 
for this purpose is shown in Fig. 3. In order not 
to delay or embarrass patients at the admission 
desk, only the necessary data, as shown in itali- 
cized headings, is filled out before the patient is 
assigned space. The nurse completes the iden- 
tification and social data at her convenience after 
the patient is comfortable, and the physician 
writes in his diagnoses as they are made. No 
patient should be discharged until the diagnosis 
has been written in and signed by the physician. 
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For reasons obvious to hospital men, the list 
of patients’ clothing and effects and the various 
receipts therefor are kept on the back of the same 
sheet, Fig. 4. The nurse is responsible for this 
record. 

If this and all other forms are made of stand- 
ard eight and one-half by eleven inch size and 
bound in pads of 100, it is quite a simple matter 
to have an eight by five inch card under the top 
half of the admission record, 
and thus secure an accurate 
carbon office record with but 
a single writing of the pa- 
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fices. When the case has been completed, these 
cards should be filed alphabetically for future ref- 
erence. 

Possibly other clinical record forms are neces- 
sary. Such forms are almost infinite in size, color 
schemes, and combinations of spacing, calculated 
to make work easy and thinking unnecessary, but 
usually they accomplish neither end. Considered 
from the standpoint of usefulness of records and 


PATIENT’S VALUABLES, CLOTHING AND OTHER EFFECTS 


1. The University of California Medical School and Hospitals hereby acknowledges receipt of the 
following list of clothing and effects from the patient mentioned on the reverse side of this sheet 
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tients RAM. ; 2. The patient has been instructed about the deposit of money and valuables in the vaults in the 
The original copy of this office. 
first sheet should follow the ARTICLES NuMBER DESCRIPTION OR REMARKS 





patient throughout his stay 
in the hospital. It will con- 
tain writing, good, and bad, 
by physicians, nurses, and 
clerks. It contains the admis- 


Hat Cap 


Fur Muffler 





Coat Overcoat Trousers 





Sweater 








sion or suspense number, and 
on the back it is a receipt for 


Gloves Collar’ Tie 


clothing and effects received —®*t—srters___ 
and returned by the hospital. Dress Waist Skirt 
For these and other reasons, Shirt waist 


when the patient leaves and 





Shirt 


the signed record is turned in 
to the clinical record office, 
this first sheet should be type- 
written and the permanent 
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Corset 





Combination Corset cover 


Pumps Rubbers __ 


ee —————— 
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discharge number added to Union suit Drawers 
both the original and the clean nt tebe 
copies. The physician should eae 
sign the new, clean copy and 
the original should then go to —*\—s_—Sts 
the business office, to be filed Negligee__Night gowa 
permanently in chronological Suit ease Bag Trunk 
order in accordance with the 
permanent numbers. 

The eight by five inch card 
carbon copy of the top half of 
the admission sheet, made at 
the time of admission, should 
be retained in the admitting _ 


office permanently. During 


Student Nurse on duty 





the patient’s stay in the hos- 
pital these records may be 
filed alphabetically by name 
in a card index drawer, or in 
larger hospitals they may be 
fitted into a rapid reference 
file. These cards may be used 
for general information and 
for notations about visitors, 
telephone numbers, calling of relatives, and other 
matters to be given to the public, or that may be 
required for the information and admitting of- 


regarding patient's effects. 


. 192 


I hereby acknowledge return to me of the above listed clothing and effects. 


Patient or relative 


The Supervisor in charge of the department (the Special Nurse if there be one) is charged with full responsibility 


Figure 4. 


the training of the minds of medical students, the 
more nearly the other “forms” approach the 
standard sized sheets of plain white paper, the 
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better the finished record, particularly if editorial 
supervision is practiced and the finished product 
typed. Special “forms” for laboratory, x-ray, 
and other similar departments are quite generally 
used, and will be considered in other articles deal- 
ing with these departments. A good policy is to 
keep all special forms reduced as much as pos- 
sible in variety; insist upon uniformity in size 
and assure their prompt assembling as parts of 
the clinical record, retaining only an identifying 
card index as departmental records. An astonish- 
ing number of hospitals leave their clinical rec- 
ords so scattered that one must go to the labora- 
tory, x-ray department, office, and often to other 
places to find important portions of clinical rec- 
ords that ought to be kept assembled in the wards 
during the patient’s stay, and permanently filed 
together after the patient has gone. 

A good record is a readable, logical expression 
of the essential evidence, tests, reasoning, and 
research, upon which is based a summary and 
diagnosis. This should constitute the first part of 
the complete record. It is impossible to prepare 
a record of this kind by filling blank forms, and 
it is doubtful if the method tends to develop the 
very qualities which make for accuracy in prac- 
tical work, progress in investigation or success in 





Anemia, secondary 30—42—101—-243—342 
384—453—577—630—68 1770802 843—1134 
1217—X101—1594—1601—1720—1760—1772—1838 
1856—1863—1928—2000—2030—2201—2303—2344 
2355—2377—2399—3400 








Figure 5. 


after life. Progress notes, if they consist in state- 
ments of facts and logical interpretation, are very 
much worth while, but as seen in most hospitals, 
they do not add to the value of the record, the 
betterment of the patient, nor to the present or 
future usefulness of the physician. 


Indexing 


An index, whether of clinical records, of a hos- 
pital, correspondence files, a book, or any other 
activity, should be designed to locate records or 
facts in the quickest way and with the least 
amount of effort. From this standpoint, they are 
all very similar, and the best methods are a mat- 
ter of clerical understanding in all forms of busi- 
ness. There is a name and a subject index. Name 
indexes should be prepared with scrupulous care, 
particularly as to spelling, and they should be 
filed alphabetically forever. In addition to the 
name, the card may carry such other permanent 
data as is desired, and it should have all record 
numbers of whatever character added as new data 
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accumulates. The subject index should be pre- 
pared and filed exactly as the name index. Each 
and every diagnosis is a subject for indexing pur- 
poses. If the clinical record is prepared with a 
minimum of completeness, there will be few, if 
any, patients with a single diagnosis; most of 
them will have from three to five pathological 
conditions recorded. In one large teaching hos- 
pital, tabulation of ten thousand records chosen 
at random from the files showed an average of 
four diagnoses per patient. By indexing each and 
every diagnosis, regardless of whether it is a so- 
called “primary,” “secondary,” “complicating,” 
or “sequelae” condition, and regardless of sex, 
age, anatomical location or what not, it always is 
possible to find any record at a moment’s notice, 
and it is easy to assemble all the records pertain- 
ing to any given diagnosis with equal facility. 
Like all subject indexes, a disease index must use 
cross reference cards freely and in the same gen- 
eral way that they are used to index correspond- 
ence or other matters. One difficult problem in 
this connection is in the multiplicity of names for 
the same or similar diseases or conditions. This 
difficulty is easily overcome by using any one of 
the names for the actual index and inserting all 
others as cross reference cards. It is immaterial 
which one of the variety of names is used for the 
index, and it is equally immaterial how many 
cross reference cards are employed. Another 
difficulty in preparing disease indexes is due to 
the extensive practice 
of entering symptoms 
as diagnoses. Of 
course, symptom com- 
plexes may be indexed 
as easily as real diag- 
noses, but in so doing 
the index becomes un- 
wieldy in size and 
much diminished in 
value, because when 
the physician asks for 
a record he is likely to 
inquire by disease, and 
will have forgotten 
that his original diag- 
nosis was entered under one of the thousands of 
names of symptom complexes. 

It has been realized for a long time that the 
ultimate solution of both of these major prob- 
lems lies in having as a guide a satisfactory pub- 
lished index of diseases. Many such have been 
published and a considerable number are in use. 
Almost every person who has had extensive ex- 
perience in the work has invented one or several 
so-called systems, only to discard them with more 





Figure 6. 
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mature experience and judg- 
ment. 
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UNIVERSITY OF CALIFORNIA MEDICAL SCHOOL HOSPITALS 


TRANSFER RECORD BETWEEN OUT-PATIENT DEPARTMENTS AND HOSPITALS 


By far the most practical and yyno _. Age Sex v. B.D. No 
useful of all the published in- ,..:.... Thess Admission No 
dexes of diseases is the Stand- 
ard Nomenclature of Diseases T*™™!'°" ~~ (ici sci Dept. or Seren es 
and Pathological Conditions, In- "4 are out. @ See = 


juries and Poisonings, published 
by the Department of Com- Clinical summary 
merce, Bureau of Census, of the 


(Physe:an'’s Signature 


United States Government. This Operations and special procedures 


new index and classification is 
in the first edition, and contains 
a number of errors, as well as 
omitting to cover some essen- 
tials. However, in spite of these 
errors of detail, the book repre- 
sents the subject well and ought 
to come into general use. 

The cross reference plan of Laboratory findings 
this book is well balanced and = X-ray findings 
fairly complete. Like all other . 
works of this character, @ NUM- __foliow up work advised 
ber is given to each recognized 


Condition at discharge 


a. Economic 
diagnosis. This has its value ties 
both for statistical work and as ‘ieee 

_— - °. Edueationa 
a training to students and in- siti 
d. Medica 


terns, as well as physicians, in 
accuracy in diagnosis. Partic- 


Course of illness and sequellae 


ularly is this true if the person — ™®™™ 6:5: otc sisgncsis ant alt saggetions tire 


making and signing the diagno- 
sis is required to write the ap- 
propriate classification number 
after each diagnosis. 

When anything like accuracy 


is assured in diagnosis by any For transfer from clinic to hospital: This report is to be made out by the physicians referring the patient into the hospital and is to be 


at 


tached to the Social Service Admission card and sent to the hospital office, where it is sent to the ward with the A Imitting Front 
standard plan subj ect or disease Sheet. At the close of the case it will be completed and turned in to the Clinical Record Office with the other records 
; . / . For transfer from hospital to'clinie: This report to be made out by the resident or intern, signed and turned in to the Climeal Reeord Office 
indexing becomes easy clerical with the other records in every service case, from where it will be sent to the Clinic 
work and statistics of any char- ies ts 
igure 7. 


acter simply additions of num- 

bers. By grouping all case numbers of any one 
diagnosis upon one card, as shown in Fig. 5, it is 
easy to assemble all the records and to make such 
study of them as is desired. If the permanent 
discharge serial numbers are placed in sequence 
upon these cards, the numbers indicate the dates 
to years and months, and any kind of desired 
total is easily secured. 

Of course, subsidiary indexes may be attached 
to the above in unlimited number and variety. 
They may include age, sex, anatomical location, 
and all the other frills of a traveling census bu- 
reau. However, the more elaborate the changes 
introduced, the ntore expensive and less useful 
the index becomes, and the greater the disaster 
when it is necessary to change personnel in the 
office. 


Filing 

There is only one way to file disease index cards 
and that is alphabetically, without any splitting 
into subjects, departments, or in any other way. 
In large hospitals, the volume of cards may even- 
tually become too great for fast work, in which 
case the entire index may be published and a new 
card system started. In a general hospital of 
250 beds, it may be found economical and useful 
to publish the index about every ten years, and 
more often in larger plants. In smaller hospitals, 
or even larger ones dealing with patients who stay 
a long time, it rarely ever will be necessary or 
advisable to publish it. 

As with indexing, the simpler a filing system, 
the more useful and accessible it is. Too many 
hospitals attempt to separate their filing by de- 
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partments or services, so that if one wishes to 
look up a given patient’s record, part of it will 
be found in medical department files, part in sur- 
gery, some in pathology, x-ray, and what not. The 
matter quite frequently is still further compli- 
cated by a separate series of numbers for each 
department. Again, there is variety in binding, 
from individual records to large volumes, and in 
both cases quite frequently the binding also is by 
departments or services. 

Undoubtedly, binding by individual record, and 
filing consecutively by serial number, regardless 
of department, service, etc., makes for simplicity, 
economy, and efficiency. 

No patient should be considered discharged 
from the hospital until all parts of the record 
have been completed, assembled, and signed. 

An ordinary plain Manila folder makes an en- 
tirely satisfactory binding for the record. The 
problem of permanently fastening the record in 
the folder may be solved in several ways: a large 
“split key” passed through punched holes will do; 
the new “U-File-M” binder system now on the 
market is little if any more expensive and much 
better. In fact, for smaller hospitals, this is a 


practical method of binding. For larger and more 
pretentious plants a binding machine which 


stitches the record into the folder gives the very 
best results. There are machines for the purpose 
on the market, and they may be operated as part 
of the linen department of the hospital. The indi- 
vidually bound records may be filed consecutively 
in accordance with the discharge serial numbers 
mentioned above in any of the standard filing sys- 
tems. A much cheaper and even better method is 
to use pigeonholes of the right dimensions to hold 
about fifty records each. See Fig. 6. 


Transfer Records 

When physical space and other conditions will 
permit, all hospital, out-patient, departmental, 
visiting, and all other records pertaining in any 
way to the patient should be combined into a 
single record system available alike to all depart- 
ments. Frequently, for one reason or another, 
this is not feasible and some sort of connecting 
bridge must be made. Some form of transfer 
record best meets this situation. The one used in 
the University of California hospitals is shown 
in Fig. 7. All patients in service departments of 
the hospital are admitted with this record, which 
goes to the ward with other admission data, and 
stays permanently as part of the hospital clinical 
record. Similarly, when any clinic patient is dis- 
charged from the hospital, this completed record 
forms a part of the discharge machinery and is 
sent from the central record office to the out- 
patient record files, where it remains a permanent 
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part of the records of that department, whether 
or not the patient ever returns for further advice. 


PLAN MEMORIAL TO GENERAL GORGAS 


As a recognition of the achievements of the late General 
W. C. Gorgas and also as a memorial to him, Dr. Belisario 
Porras, president of the Republic of Panama, has sug- 
gested the establishment of an institute on tropical and 
preventive medicine in connection with the Santo Tomas 
Hospital at Panama. The plan is that, until a permanent 
building can be erected, the institute shall comprise 
a well organized laboratory for research within the hos- 
pital. As it is the desire of President Porras that this 
should be a memorial from the Republic of Panama to 
the memory of General Gorgas, the government of 
Panama will finance the project. Although the work of 
the institute will be mainly in the interests of Central 
and South America it is hoped it will also have an inter- 
national scope and that it will have the active cooperation 
of leaders in tropical and preventive medicine. At a meet- 
ing held January 31 in Washington, a provisional board 
of directors for the United States, including Admiral Wm. 
C. Braisted, M. C., United States Navy, chairman; Dr. 
Leo S. Rowe, director of the Pan-American Union; Sur- 
geon Generals Ireland, Stitt, and Cumming of the Army, 
Navy, and Public Health Service, respectively; Honorable 
J. E. Lefevre, chargé d’affaires of the Republic of Pan- 
ama in Washington; and Honorable John Basset Moore, 
legal representative. A similar board will be named to 
represent the countries of Central and South America. 


NEW YORK COMMITTEE ON TUBERCULOSIS 
MEETS 


The New York State Committee on Tuberculosis and 
Public Health held a conference at New York City on 
January 22. This is the first meeting of the committee 
since it was reorganized in February, 1920, and its name 
changed from the Committee on the Prevention of Tuber- 
culosis to the present title. This change seemed advisable 
as there has been an increasing interest in public health 
matters on the part of the Committee, and it has been 
found to be more practical if the local organizations work 
along general health lines. The various factors in the 
program of the work were considered at the conference 
in the light of the experience gained during and since 
the war. The program included talks on legislation, occu- 
pational therapy, dispensaries, enlarging and inspection 
of hospitals, visiting nurse service and other related 
subjects. 


DISAPPROVE OF UNIONIZATION 


In the report of the committee on nursing of the Amer- 
ican Medico-Psychological Association, it is stated that of 
all the superintendents who were interrogated on the ques- 
tion of the unionization of hospital employees, and their 
affiliation with the American Federation of Labor, only 
one was found to be in favor of the movement. Most of 
the replies vigorously opposed the idea, and offered the 
opinion that it could not be too strongly resisted. It was 
felt that the unionization of the employees would take 
their loyalty from the state and transfer it to the union, 
thus being detrimental to the state; that it would lower 
the standard of service, which would be detrimental to the 
employee; and it would decrease the value of the service 
given to the patient in that the superintendent would be 
subservient to the union whose members were less skilled 
in medical matters than he. 
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THE EFFECT OF THE EIGHT HOUR DAY ON THE 
HOSPITAL BUDGET 


By R. G. BRODRICK, M.D., Director or HospiTtaALs, ALAMEDA CoUNTY HospPITAL, SAN LEANDRO, CAL. 


HE length of the working day is the most 
important factor in regulating efficiency 
among hospital employees. When long hours of 
labor are imposed upon them the amount of work 
done hourly is diminished. This is largely an un- 
conscious process. It is obvious that there is a 
limit to the number of hours in a working day, 
and that its proper length is really a question of 
human endurance; therefore, it is not economical 
to make the working day so long or so strenuous 
as to diminish the amount of work performed on 
following days, thereby reducing efficiency. We 
know that shorter hours in industries increase the 
amount of work, while improving its quality, and 
there is no reason to assume that the staying 
power in the hospital employee is any greater 
than among workers in other fields. 


Hospital Employees Overworked 


Hospital employees have been, until recently, 
habitually overworked. That hospitals are elee- 
mosynary institutions furnishes no excuse for 
imposing inordinately heavy working conditions 
on employees. If they cannot, with their present 
scale of income and expenditure, afford to increase 
the number of their employees so as to lessen 
arduous working conditions, they should increase 
their rates, apply to the public for larger dona- 
tions, or if need be, lessen some of their activities. 
Philanthropists have no right to impose hardships 
on one portion of the community while healing the 
ills of another. 

The relation of fatigue to accidents and mis- 
takes has been well established. The attention 
flags, there is difficulty in concentrating thought, 
and the result is that errors and accidents often 
occur, especially in nursing where concentrated 
attention and alertness are so necessary. 

It is important to eliminate all unnecessary 
fatigue and to insure that the employee is not ex- 
hausted by the day’s work beyond the point where 
he or she can recuperate completely during a 
night’s rest. Much work can be so arranged that 
it may be done in the sitting posture; when long 
periods of standing become necessary employees 
should be advised regarding the importance of 
proper shoes. Rest periods should be provided. 
Night duty should not last longer than one month 
at a time, because the day sleep is likely to be cur- 
tailed and fatigue produced. 

Hospital employees have, until recently, been 


poorly paid, which accounts in great measure for 
the difficulty in obtaining and holding the right 
kind of help. The idea that a worker should 
accept a lower compensation because the hospital 
is rendering a service to humanity is not logical. 

Employment problems in hospitals are basically 
the same as in other enterprises. To attract high- 
class helpers by means of adequate salaries and 
good living conditions is a wise expenditure. 
They will create an esprit de corps in the institu- 
tion which will be worth the increased cost. 


Effect on the Budget 


The effect of the eight hour day on the hospital 
budget is extremely difficult to analyze at the 
present time. Since 1916, due chiefly to the high 
cost of living, wages have increased from 40 to 
100 per cent. 

In estimating the number of employees neces- 
sary for adopting the eight hour day, many things 
such as the hospital plan, the class of patients, and 
arrangement of wards and other departments, 
must be considered. In general, large ward-units 
require relatively fewer employees than those 
furnishing greater privacy to patients. With the 
exception of the nursing department, which rep- 
resents about one-half of the total number of 
employees, the eight hour day may be adopted 
with but slight additional help. This applies to 
the administrative offices, housekeeping, culinary 
and laundry departments. The hours of the ad- 
ministrative force, as well as laundry workers, 
and such mechanics as carpenters, painters, 
plumbers, etc., would be continuous from 8 a. m. 
to 5 p. m. with one hour for lunch. 

The kitchen force, including cooks and helpers, 
work eight hours in broken shifts. Waitresses 
and diet kitchen maids readily perform the same 
amount of work as formerly, in broken shifts as, 
for example, 6:30 a. m. to 9:30 a. m., 10:30 a. m. 
to 1:30 p. m. and 5:30 p. m. to 6:30 p. m. 

Domestic, such as porters and chambermaids, 
usually serve in two split shifts from 6:30 a. m. to 
12:30 p. m. and from 3:30 p. m. to 5:30 p.m. Em- 
ployees standing watch, such as engineers, fire- 
men, ambulance drivers, and attendants, attached 
to emergency departments, will have to be in- 
creased to permit of three straight shifts of eight 
hours each. 

In adopting the eight hour plan for nurses care 
should be used to have the shifts overlap so that 
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there will always be someone on duty who knows 
what has been done in the case of each patient. 
The chief expense will be the additional number 
of nurses needed; it will be double the usual 
number employed at night. 

Day nurses usually report on duty at 7 a. m., 
and serve until 7 p. m., being allowed half an hour 
for luncheon and dinner, and three hours off. Day 
shifts are irregular, nurses being allowed their 
hours as the demands of the ward will permit. 
In order that each nurse may enjoy her half day 
once a week, as well as extra hours on Sunday, it 
is necessary for her to work a straight shift of 
eleven hours on two days each week. 

Night nurses usually operate in two shifts, the 
first being from 3 p. m. to 11 p. m.; the second 
from 11 p. m. to 7 a. m. 

Student nurses are generally overworked. The 
hours of duty are too long, injurious to health and 
to good standards of work. They reduce the 
nurse to such a condition of fatigue that she is 
unable to profit by the instruction for which she 
gives her service. The latest survey of training 
schools for nurses made by the Bureau of Educa- 
tion, Department of the Interior, contains a vast 
amount of important information for hospital 
superintendents. Of the total number of training 
schools, estimated at 1,776, it is interesting to note 
that one hundred and twelve schools, or about 6 
per cent, require twelve hours duty of their pu- 
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pils; 689 schools ten hours; 434 schools nine 
hours, and but 232 schools eight hours. 

Indications of the decreasing percentage of 
pupil nurses who complete the course are shown 
by the fact that, from 1894 to 1898, 35 per cent 
of all pupils enrolled were graduated, while from 
1914 to 1918 only 24.7 per cent finished the 
course. This report shows clearly the defects of 
the present system of training nurses, resulting in 
the constantly lessened number of students. With 
other occupations offering easier conditions of 
work it is not surprising that many who are 
deeply interested in nursing should decide against 
assuming the sacrifices which this splendid pro- 
fession at present requires. 

The advantages of the shorter day have been 
demonstrated no less clearly than the deteriora- 
tion due to long hours. 

Employees enjoy better health and have oppor- 
tunities for necessary home-life, education, and 
needed recreation. 

Especially for the kind of work nurses perform 
eight hours is quite long enough. They are 
required to be alert, kindly, and cheerful, while 
often witnessing distressing scenes involving 
severe mental strain. 

The hospital is benefited by receiving better 
service from contented and healthy workers who 
have the spirit to do that which promotes 
efficiency. 





STERILIZATION AND WASHING IN THE HOSPITAL 
LAUNDRY* 


HE disinfection and sterilization of goods in 

the hospital is a very important subject, and 
one to be approached very cautiously by the lay- 
man. The laundry superintendent, not being a 
scientist, should rely on the medical staff for 
specific instructions, if they depend on the laun- 
dry processes to kill germs. For this reason, I 
think it best merely to tell what is being done 
in a few representative cases, making no recom- 
mendations and leaving the matter, like many 
others, for the medical corps to decide. 

It is obvious that goods from contagious cases 
must be sterilized before they enter the laundry, 
for the protection of the workers. The common 
practice seems to be to do this in the hospital, by 
means of an apparatus which some call a “dis- 





*This is the fifth of a series of articles by Mr. Trimble on “The 
Hospital Laundry.” The first four appeared in the November and 


December, 1920, and the January and February, 1921, issues of THE 
MODERN HOSPITAL. 





By WALTER TRIMBLE, CuHIcaGo, ILLINOIs. 





This is a closed 
receptacle which is heated, by means of steam in 


infector,” others a “sterilizer.” 


a jacket, to a high temperature. The high tem- 
perature is not always relied on to kill the germs, 
and to be absolutely sure of their destruction, for- 
maldehyd gas is sometimes injected into the re- 
ceptacle. The two ends of this apparatus open 
into different rooms so that the infected articles 
are put into the machine, are sterilized, and come 
out into the other room, ready to go to the 
laundry. 

What it is safe to send to the laundry without 
being disinfected is a matter which the medical 
corps must determine, and of course the laundry 
workers should be given the benefit of every 
doubt. If any articles with infectious, but non- 
contagious, germs are sent to the hospital laun- 
dry, they should be so marked, in order that the 
workers may take such precautions as may be 
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necessary, both for their own protection and for 
the sterilization of the goods. 

Another type of machine for disinfecting 
goods, either from a contagious ward or from any 
other, receives the goods in one room, washes and 
disinfects the load, and discharges it into the 
laundry’s washroom, ready to be extracted and 
finished. As this is, strictly speaking, a laundry 
machine, and as it stands in the laundry’s wash- 
room, it is of more interest to the laundry super: 
intendent than the sterilizer just described. One 
of these machines is built to stand a steam pres- 
sure of seventy-five pounds, which gives it a tem- 
perature of 320 degrees F., and this is called a 
“high-pressure sterilizer.” Another machine, 
called a “low-pressure sterilizer,” allows a pres- 
sure of twenty-five pounds, which gives a tem- 
perature of 267 degrees F. The doors of these 
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gious cases must be disinfected before the articles 
go to the laundry but if the infection is of a non- 
contagious nature, all danger from the latter 
source may easily be avoided by the laundry work- 
ers. In case the hospital has not special appa- 
ratus, contagiously infected articles may be disin- 
fected by putting them into a bath of some suit- 
able germicide, or, much better, by boiling them. 
I say that boiling is best, because any chemical 
combination which is corrosive enough to kill the 
germs is apt to be of a nature which will do dam- 
age to the fiber of the fabrics. 

Should any goods which are infected with 
germs of other than contagious diseases be sent 
to the hospital’s laundry? This is a question for 
the doctors to answer in each specific case. It 
seems to be the general practice to send all goods, 
except the articles from the contagious cases, and 








STEAM AND FORMALDEHYDE DISINFECTOR 


This apparatus projects through a partition, and the goods, 
Then the articles go to the washroom of the hospital laundry. 


room, disinfected. 


machines clamp down tightly, so that steam will 
not escape. 

After the infected articles are put into this 
machine, the doors are clamped down and the load 
is given what is called a “breakdown,” to remove 
the albuminous matter, which heat would coagu- 
late and make difficult to remove. This is merely 
a bath of lukewarm water and soda, and it is run 
a short time and then discharged. Then steam is 
admitted to the machine, and a high temperature 
is reached, which in due time extinguishes all 
germ life. After this, the usual suds and rinse 
baths follow, with bleaching and bluing, if so 
desired. 

Where this system is used, the laundry workers 
are at no time in danger of becoming infected 
from anything which may be in the fabrics. How- 
ever, as these machines are very expensive, every 
hospital cannot have one of them. 

As has been pointed out, all goods from conta- 


being placed in the rack at one end, come out in the other 


some surgical cases, direct to the laundry depart- 
ment, “and let Nature take its course.” And it 
appears that Nature has made some wise provi- 
sion whereby laundry workers are immune, for 
they never seem to contract diseases from the 
goods which they handle. Even during the 
deadly epidemics of influenza, the workers in the 
commercial laundries seemed, as a class, to be 
immune, for they handled tons and tons of fab- 
rics which, in spite of precautions, came to the 
laundries from families which had one or more 
cases of the “flu” in their midst. 


Overdoing of the Sterilizing 


Sterilizing, like most other good things, may 
be overdone. A germ cannot be “deader than 
dead,” although some take precautions which 
would kill the germ three or four times in succes- 
sion, had it, like the mythical cat, several lives. 
If we can get the infected goods into the modern 
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washing machine, we can, without the use of ex- 
cessively high temperatures, and without the use 
of corrosive solutions, exterminate the germs, 
“all and sundry,” as the lawyers say. High tem- 
peratures, in the case of either cotton or woolen 
goods, are very objectionable from an economic 
standpoint, because they shorten the life of the 
fabrics. 
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Bacterium diphtheriae..140° F. maintained 10 minutes 
Bacterium mallei (glan- 

ders) F. maintained 10 minutes 
Bacterium influenzae ...140° F. maintained 5 minutes 
Bacterium tuberculosis..140° F. maintained 20 minutes 
Bacillus typhosus. .136.4-140° F. maintained 10 minutes 
Bacillus coli F. maintained 5-15 minutes 
Spirillum cholerae . Maintained 10 minutes 

Under laboratory conditions, therefore, 140 degrees F. 





A HIGH PRESSURE STERILIZER 


This machine is built to stand seventy-five pounds of steam pressure, which gives a temperature of 320° F. The 
goods pass into it from one room, and, after the load is washed, they come out in another room. 


As an evidence that it is not necessary to 
subject most of the goods even to a temperature 
of 212 degrees F., or boiling point, I will quote 
from “A Government Report on Laundry Ma- 
chinery; Its Adaptability to Various Require- 
ments of Disinfection and Disinsection.” This 
report was prepared for the guidance of the mili- 
tary authorities, by the following eminent scien- 
tists: W. D. Pierce, Ph.D., Bureau of Entomol- 
ogy; R. H. Hutchison, M.S., Bureau of Ento- 
mology; A. Moscowitz, B.Sc., second lieutenant, 
Q. M. C., United States Army. Under the head- 
ing, ‘‘Bactericidal Value of the Wash Wheel” 
(meaning the ordinary laundry washing ma- 
chine), the report says: 

Dr. G. F. White has compiled for us the following data 
on the effects of temperature on bacteria. 

The approximate thermal death point of representative 
pathogenic non-spore-bearing bacteria is as follows: 


Streptococcus ......... 131° F. maintained 10 minutes 
Micrococcus F. maintained 10 minutes 





(60 degrees C.) maintained for twenty minutes, is suffi- 
cient to destroy all of the foregoing species. What is 
true for them is true for most, if not all, of the non-spore- 
bearing pathogenic forms. Tests are usually made with 
the organisms in bouillon or normal salt solution. For 
practical purposes it may be considered that in water 
the thermal death point would be the same as recorded in 
the list. 

The amount of heating necessary to destroy the non- 
spore-bearing pathogenic species in milk may be stated 
as follows: 140 degrees F. for thirty minutes; 149 degrees 
F. for twenty minutes; or 158 degrees F. for five minutes. 
Either may be used in pasteurization, and the fact gives 
some information of value in your laundry problem. 

Protozoa are destroyed with approximately an equal 
amount of heating. Data are rather scarce. Encysted 
amebae have withstood 140 degrees F. for one hour, but 
are usually destroyed. Nosema apis in the spore form 
is destroyed at 136.4 degrees F. for ten minutes. 

In the filterable viruses, destruction is accomplished by 
approximately the same amount of heating as in the 
bacteria. Yellow fever virus succumbs at 131 degrees F. 
in five minutes; rabies virus at 140 degrees F. in one 
hour; foot and mouth disease virus at 140 degrees F. in 
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ten minutes; sacbrood virus at 139 degrees F. in ten 
minutes. 

The spore-bearing bacteria require the boiling temper- 
ature for variable periods, varying from being brought to 
the boiling point to twenty minutes, a half hour, and 
sometimes even longer. 

Variations in the thermal death point are to be ex- 
pected, and do occur, in which the resistance to heating 
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linen fabrics, and there are some who claim that 
with proper handling this temperature will not 
cause woolens to shrink. However, if a lower 
temperature will sterilize the goods, it would seem 
foolish to use the higher one. 

A great many washing machines with wooden 
shells and cylinders are still in use in hospital 
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A LOW PRESSURE STERILIZER 


This machine is built to stand twenty-five pounds of steam pressure, which gives a temperature of 297° F. 
of the high pressure sterilizer, the goods pass from one room to the other, 


washed in it. 


is considerably increased above that indicated by the 
above figures. In practical work generally, there are not 
considered. 

As a working basis, therefore, in your laundry prob- 
lem, a temperature of from 140 degrees F. to 158 degrees 
F. maintained for twenty minutes would be amply suffi- 
cient to destroy all pathogenic non-spore-bearing forms. 
It should be added that the vessel should be a closed one. 
The degree of temperature and time actually required 
would depend somewhat upon the care with which the 
work was done. 

In this connection it may be well to state that 
it is perhaps best to wash woolens at a lower tem- 
perature, and after extracting them subject them 
to these higher temperatures in the drying tum- 
bler, the result of this being the same. It should 
not be necessary to state that accurate thermom- 
eters should be used to vertify the temperatures, 
and that guesswork should not be relied on under 
any circumstances. 

A temperature of 180 degrees, it is stated by 
competent authorities, will not damage cotton or 


As in the case 


going through the machine, and being 


laundries, and this forms another basis for objec- 
tion to unnecessarily high temperatures. This is 
because the steam and boiling water disintegrates 
or “pulps” the wood, making renewals of shells 
and cylinders necessary. Another argument for 
lower temperatures which is worth considering in 
these days of the high price of fuel, is the fact 
that their use will save steam. As the plan, if 
successful, will save money in three ways, it seems 
to be worth a try-out. The bacteriologist and 
microscopist can check up the work, so no chances 
need be taken. 


The Urologic and Cutaneous Review states that it is 
not surprising that when radium first discovered 
over-cptimistic claims for its powers should have been 
made. Radium in smaller and larger amounts has been 
made available to all of the important cancer research 
centers in this country, and a greater knowledge of its 
use as well as of its limitations has resulted. There has 
been in the last six years a steady progress in its use 
and application. 
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MATERIALS FOR WARD FLOORS 


By HENRY C. WRIGHT, TRUSTEE OF BELLEVUE AND ALLIED HOSPITALS, DIRECTOR OF THE HOSPITAL AND INSTITU- 


T IS the general feeling that a ward floor satis- 

factory from all standpoints has not been de- 

vised. All materials thus far used are a com- 
promise in one way or another. 

Bellevue hospital, New York City, which like 
many other hospitals has tried all kinds of floors 
and has found none entirely satisfactory, in con- 
templating the erection of some new buildings to 
contain many new wards, determined to secure, 
so far as possible, the experience of some of the 
leading superintendents in this country and 
Canada on ward floors. 

The writer was delegated by the trustees to 
formulate a letter of inquiry and to tabulate 
results. This inquiry was sent out in July, 1919, 
and the replies received served as a basis on 
which the trustees reached their determination. 
The summary of these replies forms the basis of 
this article. 

The inquiry sent out, among other things, made 
the following request: 

“We shall consider it a special favor if you will 
give your experience in connection with one or 
more of the floorings hereafter listed, stating 
wherein they have proved by actual use satisfac- 
tory or unsatisfactory. If a particular type has 
in the main been serviceable, please state what 
modifications you would make if reconstructing. 
In giving your judgment, we assume you will take 
into consideration the (a) sanitary condition; 
(b) durability; (c) cost of upkeep; (d) cost of 
daily care; (e) effect on nurses’ feet; (f) noise- 
lessness; (g) warmth. 

“Types of floors. 

Tile. 

Mosaic-tile. 

Mosaic-marble. 

Terrazzo. 

Cement. 

Magnesia composition. 

Rubber tile. 

Compressed cork. 

Cork composition tile. 
10. Linoleum (entire floor). 
11. Wood linoleum (entire floor).” 

The inquiry in addition asked for experience 
with regard to the use of linoleum runner through 
the ward, and also asked the superintendents to 
list types of floors in order of preference based 
on their experience of use. 

It will be particularly noted that the inquiry 
requested, not the opinion of the superintendents 
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with regard to floors, but their actual experience. 
This limited many superintendents of extended 
experience to a statement upon but one type of 
floor, since their experience had been in but one 
hospital. On the other hand, some superintend- 
ents made reply who had rendered service in a 
number of hospitals, and had had broad experi- 
ence with various types of flooring in these dif- 
ferent hospitals. 

The inquiry was sent to thirty-one superintend- 
ents, and replies were received from nineteen. 
These nineteen replies are, in the main, from 
superintendents of leading hospitals in the United 
States and Canada. Replies were received from 
the following: Johns Hopkins, Baltimore; Peter 
Bent Brigham, Boston; Massachusetts General, 
Boston; Mount Sinai, New York City; New York 
Hospital, New York City; Presbyterian Hospital, 
New York City; St. Luke’s Hospital, New York 
City; Rockefeller Institute Hospital, New York 
City; Woman’s Hospital, New York City; Brook- 
lyn Hospital, New York City; Michael Reese Hos- 
pital, Chicago, Ill.; Buffalo General Hospital, Buf- 
falo, N. Y.; Binghamton City Hospital, Bingham- 
ton, N. Y.; Barnes Hospital, St. Louis, Mo.; Ala- 
meda County Hospital, San Leandro, Cal.; Uni- 
versity of California Hospitals, San Francisco; 
Latter Day Saints Hospital, Salt Lake City, Utah; 
Royal Victoria Hospital, Montreal, Canada; Miss 
Clara Noyes, formerly general superintendent of 
nurses, Bellevue Hospitals. 


Replies Show Choice of Flooring 


It is unfortunate that the limitation of space 
will not permit the publication of most of these 
letters, inasmuch as they record the result of ex- 
tended experience with regard not only to the 
types of floors listed, but also to the various 
defects of the different types, and under what 
conditions defects will appear, etc. 

The following tabulation records the choices in 


order of preference expressed in these letters. 


First Second Third Fourth Fifth 
Choice Choice Choice Choice Choice 
EE iiakiatietub ints ako tahoee 4 3 
pO eee 
Mozaic Marble ..... 
errrr ry tt 5 P . 1 


Total 
No preference indicated. 
a 1 . 1 
Terrazzo 


eee . ‘ : 1 
1 P 
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It will be noted that tile was the first choice 
of four and the second choice of three. In other 


words, it received seven votes for either first or 
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second choice. Linoleum has the preference of 
six as first choice, two as third choice, and one as 
fourth. Considering the first and second choice 
group together, tile received seven votes and 
linoleum six. Under the circumstances, it would 
be difficult to state whether linoleum or tile would 
be considered the first choice of the group ex- 
pressing opinion. 

It is reasonably clear that terrazzo is the third 
choice, and that rubber tile is fourth. If the total 
number of preferences recorded be taken into con- 
sideration, wood has good recognition, with men- 
tion in six, letters; first choice in one, second in 
two, and fourth in three. 

It seemed to be the general feeling that where 
tile is used, it should not be white, but should be 
of some color, preferably gray or green, or in pat- 
tern form. The only objection raised to tile was 
that it is too hard and cold. On the other hand, 
one writer who has probably had one of the 
broadest nursing experiences of any woman in 
the United States, did not feel that there was 
material objection to tile on that score. Emphasis 
was laid by all upon the durability of tile and the 
ease with which it is repaired, and particularly 
upon the low upkeep cost and the low cost of daily 
care. The advocates of tile point to the fact that 
some hospitals in the United States are using 
today tile floors that were laid twenty-five to forty 
years ago. 

Those advocating linoleum did so chiefly be- 
cause of its durability, noiselessness, and cheap- 
ness of original installation. They all recog- 
nized the defect that it is readily pitted by 
furniture or any heavy object standing upon it. 
Some stated that this latter defect could be over- 
come by using a linoleum having a thickness of 
one-eighth inch to three-sixteenths, and allowing 
it to season before use. It was stated that a con- 
crete under surface on which to lay the linoleum 
is preferable, but that linoleum will serve very 
satisfactorily on a wooden base, provided it be a 
floor without cracks. All advocated that the 
linoleum have a felt pad beneath, that the felt be 
thoroughly cemented to the foundation, and the 
linoleum cemented to the felt, not merely along its 
edges, but over the entire surface. Brass strips 
on the surface along the edges of linoleum were 
generally condemned. 

All who advocated terrazzo floors recognized 
that this material is liable to crack, and diffi- 
cult to repair; but each stated that these defects 
could be overcome by dividing the area into small 
squares separated: by marble strips, or by laying 
the terrazzo in large tile form. Those who ob- 
jected to terrazzo did so chiefly on the ground that 
the cracking could not be readily overcome, and 
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that there was a strong liability of its pitting. 

Rubber tile was considered very satisfactory by 
two writers who gave it first preference. Objec- 
tion was made on the part of some writers to rub- 
ber tile, who stated that for a long time after 
being laid it gives off a rubber odor, which is 
objectionable, and that through a long period it 
would gradually deteriorate. 

A number of letters stated that wood would 
make a very satisfactory floor if it were not for 
the labor and cost of upkeep. The statement was 
made that it was necessary to keep the floor thor- 
oughly waxed in order to maintain the surface, 
and if, through lack of help or for other reasons, 
the surface should not be maintained, the floor 
would be damaged at least to the extent of 
becoming unsightly. 

The replies may be summarized somewhat as 
follows: tile and linoleum are about equally in 
favor. The original cost of tile is considerably 
more than linoleum, but its upkeep and daily care 
cost somewhat less than linoleum. Terrazzo is 
favored, and is very satisfactory if laid in small 
slabs separated by marble strips or if in some 
other way provision is made that will obviate 
cracking. 

The floor selected by the Bellevue trustees for 
the wards of the new building was linoleum. In 
reaching this decision, the trustees had before 
them all the letters which form the basis of the 
foregoing article. They recognized that linoleum 
and tile were almost equally in favor. The esti- 
mated cost of linoleum is about twenty-five per 
cent less than that of tile. The estimated cost of 
the floor for a typical ward, eighty-seven by 
thirty feet, as submitted in August, 1919, was as 
follows: 

(1) Entire surface covered with tile...... $2,150 
(2) Tile, with a runner of linoleum thru 
center of ward, on a concrete base.. 2,000 
(3) One-fourth inch battleship linoleum on 
concrete 
(4) White oak floor laid over spruce under 
cd cs eae 6tedeeheeeesseene 1,950 
(5) Wood floor same as the foregoing, with 
linoleum runner on concrete base... 1,880 

The writer has been examining hospitals and in- 
stitutions in various parts of the United States for 
somewhat over ten years, and his observation of 
floors in use runs parallel with the experience re- 
corded in the replies listed in the foregoing article. 

Though the inquiry sent out by the trustees 
applied only to ward floors, a number of the re- 
plies gave valuable information with regard to 
floors in corridors, private rooms, and other parts 
of the hospital. This information may be dealt 
with in a subsequent article. 
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PROGRAM FOR HOSPITAL BETTER- 
MENT 


T WOULD be difficult to conceive of a week 

more fraught with possibilities of noteworthy 
progress in the medical and hospital field than 
the week of March 7, when the Annual Congress 
on Medical Education, Licensure, Hospitals, and 
Public Health, held its sessions in Chicago. It 
was a week marked by a gratifying spirit of 
unity, good-will, and comradeship. 

The most important developments of the ses- 
sions of this Congress were the whole hearted 
endorsements by the American Conference on 
Hospital Service of the so-called minimum stand- 
ard of the American College of Surgeons, and the 
formulation and adoption by the American Con- 
ference on Hospital Service of a well-defined, con- 
structive program. 

In endorsing the minimum standard of the 
American College of Surgeons, full and ungrudg- 
ing recognition was given to the contribution 
made by the College to the improvement of hos- 
pitals in this country and Canada. This action 





























will meet with the hearty approval of all who 
know what the College has accomplished. Not 
only for what has thus far been achieved in and 
for the hospitals by the standardization campaign 
itself, but also for the remarkably effective 
groundwork laid in the years immediately preced- 
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ing the actual campaign, unstinted credit is due 
the College and Mr. John G. Bowman, its former 
director, to whose able and stimulating leader- 
ship the success of the movement is largely due. 

The second and, without doubt, the most sig- 
nificant outgrowth of the sessions of the Congress 
was the adoption by the American Conference 
on Hospital Service of a definite program to meet 
certain well defined public needs. This program 
comprises four definite lines of action. It calls 
for the maintenance of the Hospital Library and 
Service Bureau, already well under way and ren- 
dering an increasingly helpful service. It com- 
mits the Conference to definité action along the 
lines of hospital standardization, including not 
only the endorsement of the minimum standard 
of the American College of Surgeons, and the 
inauguration of negotiations for the transfer of 
the field work of the College to the Conference, 
if and when the College desires to transfer the 
work, but also the formulation of additional 
standards applicable to follow-up work, statistical 
reports of clinical work, accounting, nursing, and 
the like. It provides for cooperation with the 
committee appointed by the Rockefeller Founda- 
vion to develop a concrete program for the train- 
ing of hospital executives. It calls for the devei- 
vpment by the Conference of higher medicai 
standards and more efficient community medicai 
service by supporting the American Medical Asso 
ciation in the further development of intern 
standards, by promoting the intern year as the 
prerequisite for independent practice, by further: 
ing the systematic teaching of graduates at hos. 
pital centers, and by forwarding plans for the 
establishment of a closer relationship between 
practitioners and well-equipped diagnostic centers. 

Here is a program the carrying out of which 
will mean a healthier and more vigorous nation 
it is simple, sharply defined, realizable within a 
reasonable length of time, the desirability and im- 
portance of whose component parts none wil 
contest. 

‘''HE MODERN HOSPITAL shares the hope that 
this program will enlist the enthusiastic support 
of all the organizations specifically interested in 
medical, hospital, and health work, and sincerely 
believes that its inauguration marks the begin- 
ning of a new era in medical progress and hos- 
pital betterment. 








THE PRINCIPLE WHICH MAKES FOR 
SUCCESS 

O YOU belong to that line of torch-bearers 

reaching back into the past? Is your record 

one of courage and of fearlessness; one that has 

cscaped emptiness and tedium in its day by day 
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unfolding; and one that has really made for the 
stability of your community and for the happi- 
ness of the folk in it? Are you in your own hon- 
est analysis a success? 

Comes now the Spring and a quickening of the 
blood. And comes now also to you, if you are 
really a torch-bearer, a desire to rise a little 
earlier each morning purely for the joy of work- 
ing again for a cause that thrills you to the finger 
tips. 

If you find such an impulse living within your- 
self, then almost certainly you proceed through 
each day not from fact to fact nor from mere 
detail to mere detail, but you act in accordance 
with great compelling principles. You never 
doubt your success; you cannot doubt it. What, 
then, are the principles which make such a life 
a reality? 

The outstanding principle, in answer to this 
question, is one so simple that it seems axio- 
matic. For this reason we may fail to grasp its 
importance or to include it in the apparatus of 
our minds. The principle is that you analyze at 
regular intervals the results of the work for 
which you are responsible, gain increase of in- 
telligence by this process, and use your increased 
intelligence for better work in the future. 

The working of this principle in you will not 
prevent you from making mistakes. But it will 
largely save you from making the same mistake 
a second time. Further, it gives rise to a number 
of subordinate principles which are also essential 
in success. They are as follows: 

1. The individual must be free at all times to 
use his knowledge, foresight, and endurance in 
shaping the aims and details of his work. He 
must carry a responsible share in the work. Staff 
meetings, for example, or board meetings, or little 
conferences about the superintendent’s desk, if 
they are conscientiously analytical, afford this 
opportunity. Such occasions force responsibility 
upon the individual. 

2. Again, constant analyses of results soon lead 
us to conceive that intelligence is not something 
that is attained once and for all time, but is some- 
thing rather, forever in the process of forming. 
When physicians and surgeons learn to look upon 
illness in this way, they see it as an incomplete 
and ever developing condition. What exists is 
a sign of what is to come. The analyses at staff 
meetings are then concerned not only with what 
exists but also with what is to happen next. This 
process stimulates thought and leads to real tri- 
umph, which is the triumph of the worker who 
thinks. It makes for supreme happiness. Are not 
too many doctors, superintendents, and nurses to- 
day the mere semi-thoughtless victims of routine? 

3. As you learn to think forward from hour to 
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hour, and to keep your mind open and alert, your 
very work takes hold of you and stimulates you 
to new effort. If now you conceive that good in 
this world, that all that is worth while in this 
world, endures only by communication and that 
your work is itself the communication of good 
(that is, happiness, relief of pain, and the pro- 
longation of life,) then all the tedium and the 
repetitive details in the practice of medicine and 
in the task of administration must interpenetrate 
with the highest aspirations of your life. Study, 
diagnoses, treatments, and details of hospital 
management, fuse with faith or aspiration. The 
former becomes the apparatus of the latter. Work 
becomes religion. This conception, when it is 
vital, is the foundation of greatness in research, 
or of greatness in any other phase of medical or 
hospital service. 

In general, no plan of a life worth while nor 
of an organization which aims to give service can 
succeed in a large way without utilizing the fore- 
going principles. They are the creed of the torch- 
bearer. They are the secret by which we may 
widen swiftly the range of our experience, loose 
imagination, and set ourselves free from the 
tyranny of present customs. They are the funda- 
mental philosophy of success. 

The attempt to cope with trouble or to over- 
come our difficulties by the adoption of rules and 
regulations, like recipes in a cook book, is futile. 
We must get away from that idea, for it is like 
trying to win success without effort. That is the 
road to defeat. We must remember every minute 
that our decisions in the past cannot wholly be 
relied upon to show us a wise course into the 
future. Our efforts to be right can never be 
final; they are subject always to fresh adjust- 
ment and change in view of new consequences. 
Results and then more results and then more re- 
sults must change, and change again our ideas of 
what is wise. This way of going forward takes 
courage and great integrity. It requires that we 
admit freely our mistakes and that we accept our 
mistakes not as accidents to be forgiven, but as 
lessons in wrong methods. Mistakes show us our 
need of breadth of view. Mistakes make us flex- 
ible, if we profit by them as we should, and they 
make us grow. They lead us constantly along 
paths of fewer and fewer mistakes. 

Every doctor, every hospital superintendent, 
and every nurse is under a sacred obligation to 
develop his or her capacities for service to the 
utmost. This means that these folk are under 
sacred obligation to make life principles for them- 
selves out of the principle of review. The living 
of that principle in us is vital to all that in our 
hearts we hope to accomplish. 

JOHN G. BOWMAN. 
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WISCONSIN BILLS COMPEL OPEN HOS- 
PITALS 
ERE were recently introduced in the Wis- 
consin legislature two bills of vital interest to 
hospitals. Somewhat similar bills, we under- 
stand, have been introduced in the legislatures of 
several other states. 

One of the bills states that “Every person, per- 
sons, corporation or association conducting a hos- 
pital or sanitarium excepting such as are owned, 
maintained, or operated by a regularly licensed 
physician or physicians, exclusively for his or 
their own private practice, shall not in any man- 
ner discriminate between the patients of any reg- 
ular licensed physician or between regularly 
licensed physicians, by reason of the fact that said 
physician is not a member of the medical staff of 
said hospital or sanitarium, or for any other rea- 
son, and such hospitals and sanitariums are 
hereby compelled to admit and care for the pa- 
tients of any regularly licensed physician.” The 
penalty for violation of this act is not less than 
$500 and not more than $1,000. 

The second bill, evidently introduced to accom- 
plish what might not be secured through the ordi- 
nary processes of our courts whose decisions are 
open to public review, proposes to punish hospi- 
tals that discriminate between the patients of any 
regular licensed physician, or between regularly 
licensed physicians, by depriving them of their 
rights of exemption from taxation. This bill de- 
clares that “No hospital or sanitarium shall be 
exempt from taxation under the provisions of this 
section unless such hospital or sanitarium is open 
to the patients of any regularly licensed physician 
and does not discriminate, etc.” 

Both of these bills are pernicious and contrary 
to public welfare in that they violate two of the 
most important principles of hospital service: the 
principle that the hospital is responsible to the 
patient for the treatment the patient receives 
within its walls, and the principle that the hos- 
pital is a medical institution organized and main- 
tained for the benefit of the public. 

That the hospital should be responsible for the 
treatment which the patient receives within its 
walls is a principle that one may now rightly re- 
gard as fully established by court decisions. 
Clearly, if the hospitals can have nothing to say 
regarding the physicians who treat the patients 
they admit, which means they cannot question 
any of the acts of these physicians, and if the 
hospitals cannot protect their patients by denying 
incompetent physicians the use of their institu- 
tions and equipment for the purpose of perform- 
ing operations, and for other purposes, the pa- 
tients cannot hold the hospitals responsible. 


THE MODERN HOSPITAL 





Vol. XVI, No. 4 


The hospital is more than merely an institution 
where the medical profession may house their pa- 
tients. It is an institution to which the public is 
turning in increasing numbers, and with increas- 
ing confidence that the men on its medical staff 
are adjudged competent to do their work by au- 
thorities far more able to judge of this work than 
themselves. Unfortunate, indeed, it would be if 
it were possible for any physician to undertake 
any major operation without any control as to his 
fitness to perform it. It would destroy the pro- 
tection the public now enjoys, by reason of the 
assumption by the hospital of its responsibility 
in permitting the performance of operations 
within its walls. 

These bills embody class legislation for the per- 
sonal and pecuniary benefit of those who practice 
medicine, and they are clearly against the interest 
of the public at large. 

The legislative committee of the Wisconsin 
Hospital Association is watching these bills care- 
fully and may be expected to do all in their power 
to prevent their passage. 








FATIGUE AND EFFICIENCY IN 


HOSPITALS 
N HIS article on the effect of the eight hour 
day on the hospital budget (page 337), Dr. 
Brodrick calls attention to a vital subject—the 
relation of fatigue to efficiency among hospital 
employees. 

A number of comprehensive scientific studies of 
the relation of fatigue to efficiency in industries 
have been made during the past few years by the 
United States Public Health Service, and other 
equally authoritative agencies, and the facts gath- 
ered go to show that beyond a certain length of 
time, depending among other things upon the 
character of the work and the physical and men- 
tal condition of the workers, production decreases 
and its character is lowered. Progressive leaders 
of industries with an eye to maximum production 
and high efficiency are cognizant of the findings 
of these studies, and thoroughly alive to the inti- 
mate relation of fatigue to efficiency. Dare the 
hospital superintendent lag behind in the practi- 
cal application of the findings of these studies in 
the management of his institution, where the fight 
for human health and life demand alertness and 
the highest type of efficiency? It is a fact that 
cannot be gainsaid that hospital employees have 
until recently been overworked in many institu- 
tions, and in many are still overworked. In a 
measure this accounts for the rapid turn-over 
under which some departments of many hospitals 
labor, and the difficulty they have in getting and 
keeping competent employees. It stands to reason 
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that, other things being equal, persons seeking 
employment will choose positions which do not 
subject them to the fatigue of long hours of 
strenuous employment. The reduction of labor 
turn-over, the health of employees, increased pro- 
duction and better service, all point to the estab- 
lishment of a working day of reasonable length 
in which fatigue is reduced to a minimum. Each 
hospital superintendent should do what he prop- 
erly may to see that the income of his hospital 
and the scope of its work is such as to make this 
possible, for, as Dr. Brodrick aptly says, ‘“Phil- 
anthropists (we add, for that matter, any others 
who may be running institutions) have no right 
to impose hardships on one portion of the com- 
munity while healing the ills of another.” Indeed 
the efficient service of the hospital demands that 
they shall not. 








FEWER QUESTIONNAIRES 


PROBLEM to be a problem, must have at least 
two sides to it, a question may have but one, 
and a riddle—but then, nothing is a riddle in these 
days. The subject of questionnaire sending takes 
on the dignity of a problem when one stops to look 
at the two most apparent sides. Has a hospital 
superintendent, or any unauthorized individual, 
the right to send out questionnaires to other hos- 
pital superintendents, and thus give them an 
added burden, when most of them already have 
as much as they can manage? On the other hand, 
has a busy superintendent the right to toss ques- 
tionnaires in the waste-basket when he has the 
information which will help another hospital, and 
further the cause for which he is working? The 
old question of the right of the individual versus 
the right of the community! 

But now, at the period of our greatest bewilder- 
ment, when questionnaires are daily increasing 
and the patience of superintendents, therefore, is 
daily decreasing, the American Hospital Associ- 
ation comes forward and suggests a solution, a 
way of reducing the number of questionnaires, yet 
attaining the desired result. 

The solution is—let the hospital superintend- 
ent who feels moved to send out a questionnaire 
save himself a great deal of trouble and expense 
and write in to the Association, or the Hospital 
Library and Service Bureau. From the annual 
reports and other data on file in the office of the 
Association, and being collected by the Hospital 
Library and Service Bureau, many questions can 
be answered at once. There will be some points 
which can only be answered by direct questions to 
hospitals, they will be clearly formulated and sent 
with a stampéd addressed envelope for reply, to a 
sufficient number of Association members. 
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The institutional members of the Association 
represent the most active and best known institu- 
tions, and if they will see that the Association and 
the Library and Service Bureau have copies of 
their annual reports, constitution and by-laws, 
staff organization, and other rules, also any tabu- 
lations of facts and figures which they have, they 
will be acting both selfishly and altruistically. 
If hospitals receive questions which could be an- 
swered by the Association or the Library, they 
will be justified in referring the inquiry to one of 
these agencies. 

Very few people enjoy being questionnaired. 
Here is a way which, with a little cooperation 
from hospital superintendents, will go a long way 
toward solving the difficulty. 








EVERY REASON FOR ENCOURAGE- 
MENT 


LL who read the various review articles 
which appeared in our March issue must 
have gained the impression that, on the whole, 
there is every reason to be encouraged by the 
progress made in the hospital field last year. 
There were dark spots here and there to be sure. 
Not all of the state institutions rose to the full 
measure of their opportunities; not a few of the 
hospitals of one hundred beds and more failed to 
qualify for the American College of Surgeons’ list 
of approved hospitals; the volume of new hospital 
construction was relatively small; hospital admin- 
istration was retarded because of the high cost of 
both supplies and personal service; the number 
of students entering the nurses’ training schools 
was small; no adequate preparation was made to 
deal with the great problem of mentally diseased 
ex-service men. 

On the other hand, we believe that these dark 
spots were more than offset by a large number of 
bright ones. The achievements of the various 
national, state, and provincial hospital associa- 
tions; the further standardization of. hospitals 
under the leadership of the American College of 
Surgeons; the rapid growth in the number of dis- 
pensaries and of evening and pay clinics to meet 
the need of employed people, and their increased 
efficiency under the stimulus of various local sur- 
veys; the advance made in the methods of instruc- 
tion of nurses; the growing realization among 
hospitals of the need of a good dietary and the con- 
sequent growing recognition of the functions and 
authority of the trained dietitian; the establish- 
ment of more psychopathic hospitals and the out- 
patient clinics; the growing interest in the train- 
ing of hospital social service workers; the larger 
part taken by the hospitals in the treatment of 
venereal diseases; and the increased recognition 
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given by hospitals to occupational therapy—all of 
these point to a year of striking progress that 
cannot but be a source of satisfaction to all who 
are interested in the development of efficient hos- 
pital service. 








AN ERROR CORRECTED 


N A recent circular letter sent out by THE Mop- 

ERN HOSPITAL to members of the National 
Society for the Promotion of Occupational Ther- 
apy, it was stated that THE MODERN HOSPITAL 
was the only means of intercommunication be- 
tween members of the society. At the time this 
letter was issued, the editors were not aware that 
the Maryland Psychiatric Quarterly had for some 
years devoted space to the interests of the society, 
and that this magazine had been distributed 
gratis to the members through the courtesy of the 
Maryland Psychiatrie Association, under the di- 
rection of Dr. William R. Dunton. We wish to 


apologize ror this oversight and at the same time 
to renew ou: statement that THE MODERN Hos- 
PITAL, through its Occupational Therapy and Re- 
construction Department, is also serving the in- 
terests of occupational therapy, and is, through 
its occupational therapy editorial board, anxious 
to serve the interests of the national society in 


any way possible. 


AN ENGLISH HOSPITAL EXPERT 


os NAPIER BURNETT’S name is widely known in 
the hospital world, not only in Britain, but also in the 
United States and Canada. 

Early in the war, Sir Napier was requested by the 
Director General, Army Medical Service, to become a 
member of his personal staff, and was set the task of 
supervising expenditure in military hospitals. 

As is the case today among voluntary civil hospitals, 
there was practically no coordination existing between 
the individual military hospitals. This was especially the 
case in the early days of the war, when hospital after 
nospital had to be rapidly improvised and called into 
being. Many of these hospitals were administered by 
commissioned medical officers who did not possess any 
training in hospital administration. 

To bring about a coordinated system, Sir Napier insti- 
tuted and put into operation a scheme whereby every mil- 
itary hospital received: (a) a personal visit by an in- 
spector, who gave a brief address to the medical and sur- 
gical staff and also to the nursing staff on the principles 
underlying hospital expenditure. (b) A series of monthly 
comparative returns which made each hospital aware not 
only of its own position, but also of that of every other 
comparable hospital on the specially drafted expenditure 
tables. 

The silent pressure of these comparative returns ef- 
fected an enormous improvement in the cutting out of all 
avoidable waste, in the lowering of costs without inter- 
ference with efficiency, and in the development of a wide- 
spread spirit of keenness in hospital administration. 

Sir Napier Burnett is a Scotchman, hailing from the 
county of Aberdeen. His early medical education was 
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received in the University of Glasgow, where, after a 
distinguished career as a_ student, he graduated 
Bachelor of Medicine and Master in Surgery in the year 
1895, and later on was admitted to the degree of Doctor 
of Medicine. 

Sir Napier is a fellow of the Royal College of Surgeons, 
Edinburgh, and also of the Royal College of Physicians, 
Edinburgh. 

At the close of the war he was honored by His Majesty 
the King in being created a Knight Commander of the 
Order of the British Empire (K.B.E.), and just recently 
he has been admitted a Knight of Grace of the Order of 
St. John of Jerusalem in England. 

During the past year Sir Napier was appointed Di- 
rector of Hospital Services under the Joint Council of 
the British Red Cross and Order of St. John, and as 





Sir Napier Burnett, K.B.E., M.D., F.R.C.S., F.R.C.P. (Edin- 
burgh), Knight of the Order of St. John of Jerusalem in 
England, Director of Hospital Service, Department of 
the Red Cross and Order of St. John. 


such he has carried out two important hospital surveys, 
namely: 

(1) Survey of the voluntary civil hospitals in England 
and Wales, showing: (a) the volume of work done at each 
hospital; (b) the financial position during the year 1919, 
analyzing the ordinary income so as to show the percent- 
age derived from workmen’s contributions, patients’ pay- 
ments, and payments from public corporations. 

(2) Financial survey of all voluntary hospitals through- 
out Great Britain, showing income, expenditure, and un- 
earmarked legacies received during the five years of the 
war, 1915-1919, inclusive. 

There are few men who possess so wide and intimate a 
knowledge of the hospital problem in Britain as Sir 
Napier Burnett, and we believe no one is more capable 
of finding a solution for the present troubles of the hos- 
pitals. 

Formerly a consulting surgeon in Newcastle-on-Tyne, 
Sir Napier was “discovered” by the war, and his work 
at the War Office in connection with military hospitals 
revealed him as a man of wide vision and of great or- 
ganizing ability. 








April, 1921 


THE MODERN HOSPITAL 349 


MY LEISURE 


By C. IRVING FISHER, M.D., FoRMERLY PorRT PHYSICIAN, BOSTON, MASS.; SUPERINTENDENT, MASSACHUSETTS STATE 
INFIRMARY; SUPERINTENDENT, THE PRESBYTERIAN HOSPITAL IN THE CITY OF NEW YORK 


' pene I announced to some of my friends, about 1913, 

that I was thinking of giving up my work as super- 
intendent of the Presbyterian Hospital in the city of New 
York, “retiring to private life,” there were some who 
said, “Why, Doctor, what will you do? You are too 
active and vigorous to give up work now,” and they cited 
instances among their acquaintances of those who had 
retired, had been very lonesome, unhappy, and even 
melancholy. 

These things, however, did not deter me in my plans. 
I felt confident of my own resources. All along in my 
life, I had realized that there were many things I wanted 
to know more about, and places in the world that I wanted 
to visit, which my life work had not permitted. I had 
long had a very strong feeling that I did not wish to 
arrive in Heaven and find myself in the primary class, 
because I had not acquired the knowledge which I should 
have while here on earth. 

I presented my resignation which took effect July 1, 
1914. I had the pleasure of realizing what Oliver Wendell 
Holmes suggested would be pleasant in his “Rip Van 
Winkle, M. D.” 

“Why can’t a fellow hear the fine things said, 
About a fellow when a fellow’s dead?” 
I read my obituaries in the papers and hospital maga- 
zines—AND—-WAS—FREE. Age, sixty-seven plus. 

On July 2, as on my usual summer vacations, I 
started with my automobile and two or three friends, to 
visit my old neighbors, friends and relatives in New Eng- 
land. This time I realized that my vacation was not a 
thirty day affair, no limitations except the convenience 
of the friends visited. 

About two years before leaving the hospital, I had sug- 
gested to the board of managers that I would like to 
begin a “normal life,” i. e., to have my home away from 
the hospital, (my residence had always been in the hos- 
pital). This was granted and I moved to the apartment 
which has been my city home ever since. When I re- 
turned, therefore, from my New England trip in the 
fall, I came to my established home life. 

Soon after my resignation, I was elected a member of 
the board of managers of the hospital, and placed on some 
of the active committees. The president of the board said 
to me, “Doctor, when we elected you a member of our 
board, we had two things in mind. First, we want your 
counsel in the affairs of the hospital. Second, we want 
you to feel that the hospital is still in a sense home, and 
everybody in the hospital to know that you still belong 
there.” 

About two years after this, I was elected a member of 
the board of governors of the New York Skin and Cancer 
Hospital. My duties in these two hospitals require no 
small part of my time, and, as may be imagined, bring me 
into pleasant relations with hospital service and my asso- 
ciates. It also makes, I hope, my long experience still of 
value. I am able at times to give my associate trustees 
“the superintendent’s viewpoint.” 

I am occasionally asked to give an address to the gradu- 
ating class of training schools for nurses and other 
schools; also to address Y. M. C. A. meetings and men’s 
clubs on subjects upon which a physician speaks with 
authority. 


My early visions of life after leaving the hospital pic- 
tured a home in my native New England town near the 
friends of youth and early manhood. But, when the time 
came to decide, some things were forcefully impressed 
upon my mind. My recent visits in New England had 
made me realize that those old friends were a vanishing 
number. Many had either died or, like myself, were liv- 
ing elsewhere. Also, that real companionship, comrade- 
ship, is developed through the experiences of life. My 
experiences for nearly a quarter of « century had been in 
the Great City, and had given me tastes, desires, habits, 
not needed nor lived by my old friends in the quiet New 
England village. New York City, with all its privileges, 
opportunities for study, education, recreation, etc., had 
been mine, and must still be available if I was to get the 
most out of life. The same was true of my family. So 
we decided that New York City should be our home. Here 
I would continue the friendships that I prized and the 
activities in which I had become interested. Here were 
the opportunities for growth in knowledge along the lines 
of my tastes and desires. Not for one moment have I 
doubted the wisdom of my choice. 

I am a member of several societies and clubs, organ- 
izations which bring duties and responsibilities and pleas- 
ant associations. By reason of having outlived several 
others, I am “senior elder” in the church in which I have 
long been a member. This keeps me in pleasant touch 
with the church activities. 

I attend some lecture courses, with an occasional 
theatre and the opera. Add to these the morning papers, 
magazines, books, and the letters to children and friends. 
Really, I have not for one moment experienced any sense 
of the loneliness or “blues” which my friends feared. 
When I was in the hospital, I often wished there were 
more hours in a day and more days in a week, there was 
so much to do. I sometimes wish so now, there is so much 
to do and to enjoy. 

Everyone who has been at the head of a large institu- 
tion has, I am sure, realized that the friendships formed 
in connection with it have been surrounded by a sort of 
restraining official atmosphere. They do not have the 
sense of freedom and companionship, which develop out- 
side such official positions. It has been one of the de- 
lights of my “private life” that I have lost the official 
restraint; and have come into richer and warmer com- 
panionship with those with whom I was formerly 
associated. 

We have our country home in Lockport, New York, and 
go back and forth in our automobile. We drive moder- 
ately, enjoy the scenery, and stop when we “guess we 
have ridden far enough for today.” 

Our Lockport home is just within the city limits. West 
of us, the city. East of us, the Country Club (of which 
we are members) with its golf links, tennis courts, etc., 
and beyond, the country, with its farms, vineyards, 
orchards, wheat fields and gardens. We have our own 
garden with vegetables, fruits, and flowers in abundance. 
If we lack any particular thing, there are neighbors, with 
nearby farms, with a most generous “help yourself” 
attitude. 

Everybody cans and preserves fruits and vegetables, and 
we have caught the habit to the extent of making the 
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season in the country take care of the season in the city. 

Occasional all day automobile trips with friends are a 
part of the season’s plans. 

My garage is also my workshop. I inherited consider- 
able mechanical ability, and a large kit of tools for work- 
ing in wood and metals, and enjoy using these about the 
house and my car. 

Reducing the account of My Leisure to its lowest terms 
—I should say it is: time to cultivate my family and 
friends, to write letters, to read books, to travel, and, in 
season, to enjoy the things which can only be found in a 
great city, and, also in season, to enjoy the things which 
can only be found in the country. 

One cannot read in the daily papers the doings of some 
of our senators in Washington, without realizing that a 
man “plus seventy” needs to keep on his guard about some 
things. So—I carry in my pocketbook a clipping which 
reads, “Most men as they grow older realize what asses 
they have been, but few realize what asses they are.” 
Occasionally, of late, as I have been entertaining some 
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of my friends with a story, or description of things seen, 
people met, etc., in my travels, I have noticed a nodding 
of the head. At first I thought this was in approval of 
my remarks—but later (when more light was turned on) 
I discovered that the eyes were closed, and once a 
suspicious, but familiar, sound emitted suggested? ?—well 
—that I was probably the most entertained party in the 
group—and now I am wondering if this also does not 
belong to “plus seventy?” 

I remember also that repeating the same story several 
times to the same people, is more or less associated with 
“plus seventy.” So when I start to tell a story, or relate 
what I think is some amusing incident in my life, I recall 
a delightful old friend who came into my office in the hos- 
pital one day—his tongue a little loosened by the wine 
with his dinner. He began to tell a story but stopped 
suddenly with—“er—er, have I told you this before, Doc- 
tor? I don’t wish to repeat myself except upon request.” 

I do not know that these things altogether save my 
friends—but they help—and—I Am ENJOYING LIFE. 


HOSPITAL* 


By FRANK HOWARD RICHARDSON, M.D., ASSISTANT PEDIATRIST AND CHIEF OF CHILDREN’S CLINIC, BROOKLYN 
HOSPITAL, BROOKLYN, N. Y. 


» A recent issue of a journal devoted to the problems 
of his specialty, a colleague has discussed a model or- 
ganization for a gynecological and obstetrical service, 
using as a model or point of departure service already 
existing in one of the best of our large general hospitals. 
This actual fabric of fact he has embroidered with colors 
supplied by a rich imagination, and has created what he 
considers an ideal service for his branch of surgery. 

It has seemed to the present writer that something of a 
similar nature was called for in the realm of pediatrics, if 
this specialty is to be taken seriously, and given a dignified 
status in the cosmos of the twentieth century hospital. The 
usual tendency seems to be to tag a children’s ward and a 
children’s service to the tail end of the general medical, fill 
the ward with a general hodge podge of surgical, medical, 
and orthopedic cases, which have nothing in common but 
a relative similarity of ages, and let each attending treat 
there all of his cases who happen to be under twelve years 
of age. Naturally, such a ward has, and can have, no 
settled policy and no coherent plan, except such as is 
carried in the head of the actual pediatrist, and head of 
the ward, the head nurse. The chief of the children’s 
service can of course order nothing for the patients of 
the other men who chance to be in the ward. Even though 
the general surgeon is quite willing, as a rule, to confess 
to a complete ignorance of the intricacies of infant feed- 
ing, he and the nurse must battle through the alimenta- 
tion of the surgical children, until nature rallies: to their 
aid and cures them, in spite of faulty feeding, or they 
become so frankly cases of malnutrition that he washes 
his hands of them, and turns them over in desperation 
to the pediatric service. This procedure will take per- 
haps a week, but more likely a month, too late for the 
best interests of the patients, and for the peace of mind 
of the man who has to try to regain the unnecessarily 
lost ground in feeding them. 

Our feeling, then, is decidedly to the effect that all 


*Reprinted from Archives of Pediatrics, February, 1920. 





children in a hospital should rightly be in the children’s 
service, which is organized under one head, a pediatrist. 
Whether or not he shall be considered, for administrative 
purposes, as under the medical chief (just as, for instance, 
in the hospital which we shall use as our text, the ortho- 
pedist and the otolaryngologist owe allegiance technically 
to the surgical chief), is a matter of minor importance. 
The main point is, that if a medically sick child or a well 
child is such a different being from an adult that he re- 
quires the trained services of an expert in order to prop- 
erly nourish and guide him, still more is this expert 
knowledge and attention of right his, when surgical risks 
are superimposed upon medical, or when he is trembling 
on the verge of a tonsillectomy for which his general con- 
dition at the moment may be totally unfit. In our ideal 
service, then, all others treating children in the hospital 
should do so under the direction of the pediatrist; who 
then would not transfer his little patients to the surgeon, 
the orthopedist, or the nose and throat man, for their 
respective services, any more than he now transfers them 
to a radiologist or the pathologist, when he desires an 
x-ray or a blood culture. To paraphrase a remark made 
about the relationship that should exist between the 
physician and the surgeon in this regard, we might be 
permitted to ask that the other services act in this par- 
ticular as the handmaidens of the pediatric. I remember 
a case in point recently seen, in which a baby with bron- 
chopneumonia and erysipelas was having a sore over the 
sacrum dressed by the surgeons. A careful consideration 
of the case in the light of its whole picture, rather than 
as the work of two departments, brought out the fact 
that, in all probability, the offending organism causing all 
the trouble was a streptococcus which had entered via the 
sacral lesion. 

If authority or references be asked for, for this con- 
ception of the best organization for the ideal functioning 
of a children’s ward, we may be pardoned for indulging 
in a personal allusion, and pointing to the plan of the 
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Babies’ Hospital in New York City as a model that may 
well be set before any children’s ward. Perhaps no better 
effort could be made by any pediatric ward than to en- 
deavor to approximate as closely as possible to this model. 
The hospitals that have done the best work, like the 
armies that have consummated the greatest campaigns, 
have been those in which there was a centering of au- 
thority and responsibility in one head. The commission 
form of government, while admirable for a city democ- 
racy, is not an ideal solution of the problem of hospital 
service. 

In a discussion of this sort, it is perhaps as well, before 
going further, to postulate certain things as being granted 
by us all. If these are not taken as axioms, then the 
conclusions that we draw will not be binding. We shall 
assume, then, throughout this paper, that the mission of 
the modern hospital is threefold: first, comes the minister- 
ing to the sick within its doors; second, the instruction 
of the medical fraternity of the community, both within 
its staff and without—the hospital that fails in this sec- 
ond duty, of course, thereby confesses to its failure in 
the first, as we nowadays believe; third, the duty of edu- 
cating the lay portion of the community in all matters 
pertaining to its health, individual or collective. All these 
functions we must bear in mind in planning our pediatric 
service, if we are to secure the best results. 

Let us enumerate the various positions that should be 
comprised in the ideal staff, and then go on to map out 
their duties and scope. We might name the following: 
a consulting pediatrist; an active attending, or pediatrist 
in chief; two associate pediatrists; two senior clinical 
assistants; and adjunct clinical assistants, to the number 
justified by the size of the clinic connected with the 
service. 

Considering these functionaries in the order of their 
rank, we find first, the permanent consulting behind the 
permanent chief—permanent, that is, in the sense of hav- 
ing a continuous service. The consulting should be con- 
sidered not in any sense as an emeritus, whose worth and 
usefulness are things of the past, but should be available, 
and constantly and freely used by the chief, for counsel 
as to the policy of the service, as well as for consulta- 
tion over individual cases. From his riper experience, he 
should be a source of inspiration, as well as a rich mentor, 
for the teaching part of the work. 

The permanent attending pediatrist, or chief, is the man 
on whose ability and personality the success or failure of 
the whole service depends. As the whole machine is de- 
pendent upon him, and he is answerable for its perform- 
ance, he should of course initiate the nomination of his 
subordinates, who will be appointed by and with the ad- 
vice and consent of the board of trustees, managers, or 
governors, who, of course, hold the official appointing 
power. Their period of service should be co-terminous with 
their chief’s. 

In addition to the duties and privileges naturally inher- 
ing in such a position, the following special points ought 
to be mentioned. It goes without saying that a man who 
accepts an appointment to the headship of a service in 
this day and generation will take his appointment not as 
a sort of Croix de Guerre, or benediction for work well 
done in the past; but rather as a commission, which in- 
vests him with the obligation to perform yeoman service 
in the future. Like the head of a large going business 
concern, he will keep, in touch with every phase of his 
department, from the diet kitchen to the O. P. D. The 
part of his work which is, and of right ought to be, the 
most prominent in his mind, is the making of his daily 
rounds, on which as many of the associates and clinical 


THE MODERN HOSPITAL 


351 


assistants as possible should be not only invited, but ex- 
pected, to be present. One of the first things necessary, 
in order to invest this function with its proper impor- 
tance, is to set, and adhere to, a fixed hour. Without this, 
it is of course impossible to give the rest of the staff the 
ward privileges to which their work in the clinic entitles 
them. An attending, who is too busy to keep faithfully 
to this appointment, except in rare emergencies, is too 
busy to undertake the confining duties of the headship 
of an important department in a modern hospital. It 
has seemed advisable, in view of the teaching feature of 
our model service, without which we have agreed that 
our hospital is shirking one of its prime reasons for 
being, to have these rounds deal with but a selected num- 
ber of cases on any one day, rather than to feel that every 
case should be seen by the chief on rounds every day. In 
this way, while it will not take many days for the com- 
plete circuit to be made, enough time may be devoted to 
each case considered to make the hour one of very real 
instruction to the practitioners on the staff who are taking 
time out of their busy days to attend, and who are justi- 
fied in expecting the profit they obtain from these rounds 
to compensate them for much of the routine work that 
they devote to the clinic. The writer ventures to say that 
such rounds, as given at a hospital not a thousand miles 
from here, are well worth the time of any man in this 
city, giving, as they do, to the half dozen men who attend 
them, a veritable postgraduate course in pediatrics, which 
greatly sweetens the necessarily wearisome grind that is 
inseparable from the maintenance of an out-patient de- 
partment. The quizzing done by the chief, addressed in 
turn to each man present, regardless of age or rank, 
proves a most valuable and stimulating exercise. The 
two, three, or at most four cases seen during the hour 
are not too many to be read up by the men the same 
day; and it is surprising to find what a range of pediatric 
reading will be covered by such a daily stint. Guests 
should be welcomed; nothing keeps up the tone of this 
function like the feeling of being under outside observa- 
tion. 

Such rounds may well either begin or end at the dis- 
pensary, where there is always some material which may 
well be drawn upon to point a pediatric moral or adorn 
a children’s tale. Such a daily visit to the clinic has 
several very good effects. It gives the patients a comfort- 
ing sense of the importance placed by the hospital authori- 
ties upon this part of the work. It shows clinical assist- 
ants, nurses, and everyone else in the dispensary building 
that the hospital considers them, not as a body apart 
(which, unfortunately, is so often the case), but as a very 
real, vital part of the institution. It gives the chief an 
idea of the sort of attendance record the clinical assistants 
are making, and gives them, by the same token, some in- 
centive toward a faithful attendance, when they see that 
this is seen and appreciated. 

While we are speaking of rounds, we may logically take 
up two other matters which we have considered almost 
essential to the building up of the esprit that will make 
possible such a service as we have been considering. One 
is a weekly period, somewhat longer than the daily rounds, 
which has been humorously referred to as “Grand 
Rounds.” At this time, there should be a formal medical 
taking of stock, when each case on the service, properly 
briefed and brought down to date by the clinical assistant 
charged with its conduct, is presented, and the events of 
the week gone over by the whole staff in the light of any 
new developments that have taken place. Assignment of 
special topics for preparation outside may be made at 
this time. 
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Some services have dignified some of the points men- 
tioned in the last paragraph to the extent of forming a 
clinical society for their consideration. The very inti- 
macy of the workers with each other, and the possibility 
of verifying disputed points at the bedside, make such a 
society one of the most valuable that one can well imagine. 
This proves an excellent place to try out the reaction pro- 
duced by any papers the members expect to present else- 
where. 

The other matter, which may either be made a part of 
“Grand Rounds,” or else grow out of it into a separate 
function, consists in the establishment of a weekly didac- 
tic clinic, such as was developed to a high degree in pre- 
war days in a hospital in this city, not connected with any 
teaching institution proper. To this were invited the 
members of the entire hospital staff (including the O. 
P. D.), as well as physicians throughout the city who had 
signified a desire to take advantage of the privilege. Such 
a demonstration clinic proves a wonderful stimulus to the 
men of the department that puts it on, making the work- 
ing up of cases for this definite purpose a matter of vital 
interest. 

There should be two associate attendings, on continuous 
service, but alternating as to their functions. Of these, 
one is in direct charge of the ward work; the other is 
chief of the clinic. The duties of the associate on the 
ward approximate those of the resident, in hospitals 
where there is such a functionary. His most important 
duties consist in: (a) acting as attending in the absence 
of his chief; and (b) seeing and treating daily all cases 
in the house, with the exception of those dealt with more 
exhaustively by the chief, on his didactic rounds. In addi- 
tion to these functions (which, it will be seen, make his 
position on the staff one of great importance and respon- 
sibility, far greater than is ordinarily understood by the 
term “associate’’), he should know, and should frequently 
be called upon to demonstrate, that he knows, intimately 
and at first hand, just what is going on in the diet kitchen. 
He should be familiar with the minutiae of the prepara- 
tion of the infants’ formulas, as well as with the varying 
daily content of the diets for the runabouts. Calories, 
as applied to hospital dietaries, should have for him none 
of the terrors of the unknown. He should synthetize and 
coordinate the work of the various specialists, and ar- 
range the delicate formalities of calling in the handmaid- 
ens of the pediatrist,—orthopedist, surgeon, otolaryngolo- 
gist, and quite as freely and as frequently, the internist. 
He must be equipped with a knowledge of all the bother- 
some minutiae about which any blundering inquirer may 
ask, and all about which the chief should know, but prob- 
ably doesn’t. He should act as a sort of ex-officio in- 
spector-general, to use the military name of a certain 
unpopular but necessary functionary, whose business it 
is to know whatever is going on, and to report back to 
his chief, on needed changes. He should make it his busi- 
ness to drop into the ward at any and all times of the 
day, and, with or without the assistance of the intern, 
delve into things that will make the presentation of the 
cases by the chief more valuable. 

The chief of the clinic, our other associate attending, 
should be, in addition to all that the name implies, a 
teacher of the clinical assistants. Not only is he held 
responsible for the actual attendance of a sufficient num- 
ber of them to cover the cases, but he must so marshal his 
forces that the newer men are given the instruction so 
necessary to their advancement and so essential to the 
vital interests of the patients, and yet so seldom vouch- 
safed to the entering dispensary man. How well we know 
the usual formula used in introducing a new man into 
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a dispensary room: “Go right ahead, Doctor, we have 
lots of material. Just go ahead and treat your cases as 
you see fit.” The chief of the clinic should oversee the 
work of the new man for a time, and from time to time, 
so that it may conform to the policy of the service. It is 
most essential, for instance, that some uniform plan of 
procedure with regard to infant feeding be understood 
and employed throughout the clinic. He must so arrange 
the schedule of the men that the clinic is always at least 
partially manned, in case daily rounds are made during 
dispensary hours, as seems wisest, in order that a second 
trip to the hospital in one day may not be required of 
the clinical assistants, who are as a rule men in general 
practice. He should see to it that each man has an oppor- 
tunity, as occasion may arise from time to time, to be 
excused from the routine work of the day, in order prop- 
erly to work up a dispensary case for admission to the 
ward, or to do some special further out-patient treatment 
or test, such as lumbar puncture, protein sensitization 
test, etc. Without some such provision as this, it is quite 
impossible for the available diagnostic sources of a case 
to be exhausted before its admission to the hospital, and 
thus much valuable light may be lost, that might other- 
wise be brought to bear on the case. Without such oppor- 
tunity to do something out of the ordinary occasionally, 
dispensary work quickly degenerates into an uninspiring 
routine, which soon loses its charm to the busy practi- 
tioner, and is endured by the serious minded, ambitious 
student of a specialty simply as an unavoidable stepping 
stone to the preferment that he hopes for, inside the 
house. The result of this belittling of the importance and 
interest of the dispensary is being seen these days in a 
situation strikingly like that so dreaded by the business 
man of yesterday, and only just beginning to be seriously 
combated by the business man of today, namely the un- 
necessary “turnover” of new employees constantly com- 
ing in to replace dissatisfied old ones who have lost in- 
terest in their job. This, of course, results in a constantly 
repeated training, never completed because the new men 
in turn drop out before they become really efficient. In 
the very nature of things, not more than two or three 
clinical assistants can reasonably aspire to places on the 
attending staff; but every one of them can demand, and 
should receive, an invaluable postgraduate course in his 
specialty, and those allied to it, if only such enlightened 
policy is put in force and carried out. The reflex effect 
of such a policy upon the ward service, both as to the 
character of its conduct and the cases sent in, is wonder- 
fully stimulating. And so the post of chief of clinic has 
proved to be one of the most important, as well as fasci- 
nating and exacting, on the whole staff, in hospitals where 
the dispensary has at last come into its own. 

At last, after skirting all around them throughout this 
discussion, we come to a consideration of the foundation 
stones of our edifice, the clinical assistants, whom, as 
Lincoln once said of the common people, the Lord must 
love, for he made so many of them. They fall into three 
classes: (1) the man who plans to do pediatric work ex- 
clusively, in time if not right away, and so aspires to a 
place on the hospital staff; (2) the general practitioner 
who wants to be able to say that he is connected with 
such and such an institution, and perhaps have the privi- 
lege of using its private rooms for his patients; (3) the 
physician, young or old, who genuinely desires instruction, 
and who, if the scheme outlined herein, or some other 
with a similar purpose, is adopted, will get it. For it 
goes without saying that the most valuable thing about 
a clinical assistantship is the instruction gained—valu- 
able, that is, from the point of the patient treated as 
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well as from that of the doctor. Not only is it a fact 
that that is virtually the only coin with which his services 
can be paid, but it is equally a fact that, if there be any 
virtue or if there be any praise in special departments 
and special rooms, the mere appointing of a man to a 
dispensary service does not, ipso facto, invest him with 
the necessary knowledge and experience successfully to 
perform his duties. It should, therefore, be evident that 
that hospital is failing in its duties, in both directions, 
which does not educate its clinical assistants to the best 
of its ability (which means in the wards as well as in 
the dispensary) in the discharge of their duties, in other 
words, in pediatrics. 

If some such privileges are extended, certain require- 
ments may fairly be demanded. A reasonably faithful 
attendance is, of course, taken for granted; the popu- 
larity of such a service, as soon as its advantages become 
at all widely realized, will produce this almost automat- 
ically. Each man should be required to read or publish 
something, as from the service, at least three times a 
year. A report of a case is surely not such a difficult 
matter that it could not be accomplished by any man as 
often as this. A piece of real research work, alone or 
in partnership with someone else, ought to be done once 
a year by every man on the staff; a yearbook by one 
hospital department would be an innovation, but surely 
not an impossibility! Attendance at rounds is, of course, 
a privilege, providing rounds are made as interesting as 
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we have a right to demand that they should be made. 

I venture to predict that some such plan as the one 
we have mapped out will have to be adopted sooner or 
later, if we are to solve the vexing problem of keeping 
our dispensaries efficiently staffed. The hospital whose 
clinical assistants are thus given a continuous postgrad- 
uate course in their specialty, inside the hospital and out, 
and are taught to present the results of the work that 
they have done and the studies that they have accom- 
plished, will soon cease having to beg men to serve in its 
rooms. Instead, it will have to establish (mirabile dictu, 
can one imagine it?) a dispensary staff waiting list. 

A logical way to bring this paper to a close would be 
to discuss the dispensary in which so many of the activities 
referred to above are to be carried on. But this, though 
perhaps the crux of the whole situation, must be taken 
up in a separate paper; space forbids considering it here. 
Suffice it to say that a large, enthusiastic, faithful dis- 
pensary staff always means a wealth of patients, who 
soon flock to the place where they get the best treatment. 
The effect of this on the ward, if only there is the team- 
work that we have tried to develop, is self-evident. Only 
with such a close, organic connection between in-patient 
and out-patient departments can the true hospital service 
of the highest efficiency ever be reached. The hospital 
service that fulfills our three postulates and best serves 
the patient, educates the physician, and teaches the laity, 
to the fullest extent of the possibilities than in it lie. 


MONEY RAISED THROUGH PRIVATE BENEFACTIONS* 


By FRANK CLARE ENGLISH, ExXecuTIveE SECRETARY, PROTESTANT HOSPITAL ASSOCIATION, ST. LUKE 


’s HOSPITAL, 


CLEVELAND, OHIO 


’ discussing the subject of raising money through pri- 
vate benefactions, I will assume a hypothetical case. 
Here is a hospital, in a populous community, actuated to a 
service for all the people by reason of humanitarian and 
religious influences. It has the sympathy and interest of 
the people because it does a work of real charity for the 
poor; provides healing for the well-to-do, who are per- 
mitted to pay their share of the cost; and renders a vital 
service to the community. Since no one is charged more 
than the cost of service, and many are given free and part 
pay service, it is not commercialized, and is therefore a 
benevolent institution. 

We are all familiar with the cry for assistance, but the 
important matter is, how can we organize and conduct our 
hospitals so that they will receive a constant financial sup- 
port for maintenance and development. If each of us 
were asked to answer that question would each not have 
three pertinent self-inquiries: First, do I believe in the 
institution I represent as worthy of my best efforts and 
the gifts of others? Second, do I believe myself capable 
of securing its financial support? Third, to whom shall 
I present its needs for the help required? The real ques- 
tion, then, will be worthiness, need, interest, and supply. 
Upon the effective presentation of these points will depend 
success. 

We all realize that private benefactions are desirable. 
They have a tendency to improve things generally. They 
have a bearing on the improvement of standards. They 
remove much exhaustiye worry from the superintendent. 
They put heart into the trustees and staff. They stimu- 
late others to give. They have proved good investments 


*Read at the Twenty-Second Annual Convention of the American 
Hospital Association, Montreal, Canada, October 4-8, 1920. 


for the giver. When plentiful enough, they are better 
than tax funds, because they give the hospital the per- 
sonal touch. Benefactions are as refreshing as the sum- 
mer showers, and should produce the same response of life 
and thanksgiving. 

What, then, are the principles and processes under 
which these blessings may be secured? 

First, let us go into the psychological laboratory for a 
word known as want, then into the physical laboratory 
for a word known as attraction; we will join these words 
to make a new one, and call it want-attraction. We must 
not get frightened at a hyphenated word when it is well- 
born and well-formed, as this one is, for in my judgment 
the word want-attraction is the key-note of all success. 
True, it is not found in the dictionary, but it is located 
in the secret springs of successful careers. The thing 
itself, the hospital, must possess such attraction that 
people will want to use it when needed, and they will want 
their friends to have its benefits. They will want to sup- 
port it as a place where help may be given to the helpless, 
as well as suitable care provided for the well-to-do. In- 
deed they will take pride in supporting an institution 
which renders the best service to the community. True, 
they may regard the hospital very much as some regard 
heaven—a delightful place to go, but they want to put it 
off as long as possible. 

The thing that caused Andrew Carnegie to become in- 
terested in founding libraries and the development of 
colleges was his awakening to their benefits when a boy. 
He wanted information, knowledge, skill, and he sought 
their sources. Then he wanted other boys to have their 
advantages and turned his attention to libraries and col- 
leges as the best attraction of a worth while service to 
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humanity. In like manner the clinics and hospitals of 
southern and foreign countries, together with the scientific 
work of medical and surgical experts, attracted the Rocke- 
fellers, and the wants of these philanthropists are finding 
expression in the development of medical and technical 
science. So also the Russell Sage Foundation was at- 
tracted by the cry of the children, and the want of its 
noble founder found a satisfaction in appointing millions 
and men to create better conditions for them. 

Similar illustrations could be used of thousands. Sel- 
dom do men give to objects simply because they feel it 
their duty, or an obligation, or merely a desire to be 
known as a benefactor. Men must see something which 
attracts them. 

This consideration leads me to say, second, that he who 
seeks benefactions must have a worthy cause. He must 
also have a strong conviction that he could not give his 
life to an object more worthy, and that his cause deserves 
the attention and support of the most influential. A 
hospital is organized as a healing and an educational insti- 
tution, and must faithfully perform its mission. There 
will be no want-attraction if it is loose in administration, 
business management, or morals; or if the doctors and 
nurses are careless and neglectful of the sick. 

The hospital that would attract the needed financial 
support will seek always to create and sustain favorable 
conditions. Such a hospital must have a board of trustees 
of unquestioned faith and integrity; a board which gives 
freely of its services and money; a board which looks after 
the interests of the hospital in every particular. It must 
have a medical and surgical staff of the highest grade, and 
nurses of the best training and character. It requires a 
superintendent who stands in the first class of adminis- 
trators, who knows how to obtain and give results of one 
hundred per cent efficiency. Under these conditions the 
solicitor feels that he has something to represent. 


Hospital Must Sell Idea of Its Efficiency 


In the third place, thorough knowledge of the hospital 
business and its operation is necessary to a successful rep- 
resentation. People want fresh facts about the organiza- 
tion and management; they want to know what it costs to 
run it, and where the money comes from; the number of 
pay patients, and whether they actually pay their share of 
the cost of service received; whether there are any real 
charity cases, and to what extent; what particular results 
are obtained; and the standing of the staff and nurses, 
with particular mention of specialists. If new buildings 
are proposed, they want to know why they are needed, why 
they should be of certain capacity, whether the plans and 
cost are consistent, and whether all the money will be 
raised to complete the buildings without leaving a debt. 
The best judgment, tact, and skill of the representative 
will be required in selecting such facts and items as would 
naturally be of greatest interest to the one solicited. 

Business men usually deal in per cents of the highest 
consistent rates, and when they invest in benevolent insti- 
tutions they expect their money and service to bring one 
hundred per cent. It is our business to show them that 
we make every dollar bring one hundred cents worth, that 
we are one hundred per cent economical, and one hundred 
per cent efficient in all service from the janitor up to the 
highest officer. 

May I now tread on sacred ground for an illustration. 
I say it reverently when I assert that from the pages of 
the Bible we may construct a manual of the very best 
salesmanship of vital worth. A study of its methods will 
show us how to present our cause effectively. Its spokes- 
men had thorough knowledge of the cause they repre- 
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sented. They believed tremendously in the subject-matter 
considered. They were tactful, skillful, and resourceful. 
They had different methods to reach different people. 
They assumed that their audience had intelligence and 
moral virtues. They believed they could move them to 
right and generous action. They began on an intellectual 
level with the man approached. In other words they knew 
their man, and knew what they wanted him to do, and had 
the knowledge and skill to get him to do it. They had 
vision and foresight of what should be accomplished, and 
had courage to undertake the most difficult tasks. In 
building enterprises they published the need, and urged 
that men should apply the means for the sake of humanity, 
and in loyalty and obedience to the Creator. Many other 
deductions could be made of helpful principles, which, 
when learned and put into practice, would give us a more 
certain success. 


Hospital Needs Must Be Made Definite 


Fourthly, the hospital should be definite in its presenta- 
tion of needs. Many a prospective giver has been lost 
because he knew there was no definite program. Definite- 
ness and indefiniteness mark the dividing line between 
success and failure in anything. The giver must be 
approached with decisiveness and certainties. He must be 
convinced that the hospital is a responsible institution, 
well organized and administered, and has a legitimate 
and definite purpose; that it is properly related to the 
social agencies; that it does not show too large an expense 
account in relation to service rendered; and that there is 
a certain record of results. He will also want to know 
whether the amount asked is sufficient to provide for the 
hospital for the next ten years or more to meet the in- 
creasing demands upon it for service. 

Let us be concrete: the solicitor has in mind all the 
above facts relative to his institution. He knows why a 
maternity pavilion or a children’s department is needed. 
If he follows the tramp’s method, which is to stand at a 
man’s door and say, “Give me something,” “Give me a 
hand-out,” he will receive a beggar’s portion. But if he 
goes in a dignified and confident manner, and sits down, 
(or tries to sit down) with his prospect under favorable 
conditions, he can say, “We are under the necessity of 
building an orthopedic pavilion to care for scores of de- 
formed and crippled children who are being turned away 
because we have no room. We have physicians and sur- 
geons who are specialists with children and young people. 
They could give thousands the full use of their limbs if 
we could only provide room and care. It will require 
$500,000 to provide a suitable building and equip it. We 
believe that all children have a right to be born healthy 
and strong, and that cripples should be made whole. 
Don’t you think so?” That man is on the road to success 
because he knows what he wants and has pointed facts 
to say about it. 

In the fifth place, there must be some organization for 
promotion. Getting people interested in a hospital is an 
art, the only thing that prevents it from being a science 
is that it cannot always be done the same way. The best 
way is the natural way, which always starts with the 
need. The service and the need become an attraction and 
a want. If we feel the attraction of the service we will 
want to supply its needs, and our wants will become so 
strong and we will so present it to others that they will 
also want to give their support. 

Practically every hospital should organize its admin- 
istration and work on a permanent basis of appeal. The 
character of its system of management and service should 
attract the attention and interest of the best citizens. Its 
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service, needs, and opportunities should be kept in such an 
attractive manner before the public that it becomes the 
most potent appeal. 

In the largest sense the hospital must discover its own 
resources, which essentially begin with its most intimate 
friends. Recently, as director of the hospital survey de- 
partment, Interchurch World Movement, I discovered that 
many hospitals were not getting the money needed. Two 
probable reasons were the failure to aim at the highest 
grade of efficiency, and the constant leaning on outside 
and disinterested people for financial support. Many hos- 
pitals seemed to expect help to come in some miraculous 
way; they supposed that rich men and women ought to 
look them up, and bestow their gifts upon them, with very 
little effort on their part. But gifts coming in this way 
are very rare. 


Educational Methods Should Be Used 


Sixthly, educational methods are most necessary. 
Nothing can take the place of wholesome publicity. Any 
efficient hospital has a right to have its work made public, 
for the better it is known the more readily funds will be 
found for it. Public interest can best be created and 
sustained by relating to it a series of outstanding cases of 
services rendered, and the recital of demands for further 
service that cannot be met for lack of equipment. Every- 
body seems to be interested in the remarkable cures of 
children and adults, cripples made whole and lives saved. 
The giving out of these facts is the very best propaganda. 

Educational methods are of such a variety that it is 
unnecessary to catalogue them. Sometimes the story can 
be told in a half page or full page of a journal which is 
known to reach the constituency. An eight page folder, 
the size of an envelope, with a picture and a story on 
every page may be mailed to thousands who may be influ- 
enced; multigraphed letters, brief, pointed, and having a 
purpose may be carried direct to the multitudes on the 
mailing list; a two page folder telling what we are doing, 
what has been given for development, and what we need 
and plan to do, may frequently be sent out. The mailing 
list should be composed of carefully selected names. Do 
not shoot at random, aim at something, have people in 
mind who are able to help, do all that mortal man can do, 
then trust a beneficent Creator for divine favor. One 
thing to be remembered always, is that interest cannot 
be long sustained unless new elements are constantly 
entering and claiming attention. In approaching a period 
for campaigning the special publicity should be cumula- 
tive. Its force should not reach its height until the cam- 
paign is started. Different methods, however, may be 
used for the quiet search for funds. 


Solicitation Should Be Skillful 


Seventh, a successful solicitation is much to be desired. 
How to reach the large benefactor is a subject which 
scores of executives have studied. No rule can be set 
down, since every man must be approached differently. 
But a few observations may be made. One is that no 
appeal should be attempted until the solicitor has all 
possible information about the prospective giver; another 
is the propriety of meeting him through proper channels, 
and being presented by some one who can vouch for the 
integrity of the solicitor; another observation is, that 
many failures occur when success is near. 

The greatest illustration of persistency is an event in 
the life of the founder of Christianity. On a memorable 
night He went into a well known garden for a mighty 
contest. Leaving all his followers outside the gate, except 
three most intimate friends, He entered; then after a 
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period He went on alone, the record reads, “And going 
yet a little farther.” It was at that point He won His 
victory, and it is at that point when we have gune to the 
utmost limits, that we shall win in every good and great 
undertaking. We are all engaged in worthy enterprises. 
Too often we have failed in our attempts because we did 
not hold on; we sometimes stopped just when a little more 
effort or persuasiveness would have brought the desired 
result. When all efforts seem to fail, when hope flickers 
like a dying ember, let faith fan it into a flame, “and 
going yet a little farther” over difficulties that seem insur- 
mountable, and objections that appear insuperable, “going 
yet a little farther,” when all others say it is no use, we 
will obtain the help needed. The cause is worthy and we 
should not fail. 

It is important that nothing divert the solicitor from 
his purpose. He will meet objections, but must be pre- 
pared to answer them. A personal illustration may be 
apt here. When Mr. Andrew Carnegie gave me his second 
refusal of help for a new college building a few years 
ago, and stated his objections in writing, my cabinet 
advisors said, “The die is cast, it’s no use.” But the fact, 
that he had carefully stated his objections as reasons why 
he would not give, showed that the lamp was still burning, 
and I thought that 

“As long as his lamp held out to burn 

His desire to give might return.” 
The following six days were spent with my executive com- 
mittee. We gathered information by telegraph and other 
ways, and at the end of that period we prepared an 
answer which we believed was incontrovertible. The result 
was that a few days later, Mr. Carnegie answered this 
letter stating that he was glad to give us the half of a, 
new college building. Other illustrations could easily be 
given. 

Two bits of advice given me have been helpful. One 
benevolent millionaire admonished, “Never to ask for an 
amount out of modest proportion to the value of present 
property.” This might be best for a college president; but 
it may not apply when the solicitor represents a hospital 
Another said, “I will endorse evolutionary methods only, 
revolutionary methods won’t go. You must build gradu- 
ally and solidly.” 

I think we all agree that the best way to induce bene- 
factions is to have an institution so well organized and 
conducted that it becomes an attraction, and the very 
strongest appeal within itself. When all these steps are 
carefully followed it requires little persuasion to secure 
many willing and cheerful supporters, and the larger 
gifts will come more readily. And finally, the personality 
of the financial solicitor will have unmeasured weight in 
securing results. 


PSYCHIATRIST HONORED 


Dr. Pierce Bailey, New York City, who was chief of 
the division of neuropsychiatry in the Surgeon General’s 
Office during the war, has been awarded the distinguished 
service medal. Surgeon General Ireland will soon present 
the medal to Dr. Bailey at his home. 


Of the 110,000,000 citizens of this country, 45,000,000 
are physically imperfect, 15,000,000 die annually, 3,000,- 
000 are in bed all the time, and 1,000,000 have tubercu- 
losis. Only 37,500,000 are fairly healthy, and only 19,500,- 
000 are in full vigor. There are more persons in the in- 
sane asylums in this country than in the colleges and 
universities, and it costs more to maintain the former 
than the latter. 
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NURSING AND THE HOSPITAL 


Conducted by CAROLYN E. GRAY, R.N., 
122 W. 85th Street, New York City 





GRAND RAPIDS TRIES AN EXPERIMENT IN THE 
TRAINING OF NURSES 


By GRACE F. ELLIS, Supervisor Nurses’ TRAINING, JUNIOR COLLEGE, GRAND RAPIDS, MICH. 


It is a privilege to be able to report in this and the fol- 
lowing article the satisfactory working out of two experi- 
ments, one an effort to improve the instruction given to 
student nurses, and the other an attempt to relieve them 
of disagreeable work that never in any sense of the word 
should have been classed as nursing. If the great spirit 
of questioning values that has developed within the 
student body, and the lack of a sufficient number of appli- 
cants to meet the increased demands of the hospitals of 
' this country, which are constantly growing in number and 
size, result in earnest efforts to increase the educational 
return to the students and to lessen the drudgery required 
of them, they may prove potent factors in helping to solve 
some of our difficult problems.—EDITOR. 


HE Vassar Training Camp of 1918 has become a part 
of the history of the war and the nation-wide efforts 
this country made that the war might be won. It was the 
plan of Mrs. John Blodgett, one of the Vassar trustees, 
and its execution was aided by the Red Cross when Ex- 
President Taft was interested in it, and by Miss Nutting 
who furnished the working organization. The funda- 
mental idea was the attempt to carry on the preparatory 
training of a nurse outside the hospital. That plan prob- 
ably looked more revolutionary from the standpoint of 
the hospital than from that of the teacher. 

However that may be, the fall of 1920 saw graduated 
from the training schools all over the country 169 of the 
435 young college women who entered the Vassar Camp. 
This is in itself a notable result. Of those young women 
about half will enter public health work, and the remain- 
der will largely be divided among educational and admin- 
istrative work in hospitals, foreign missions, and medi- 
cine. The influence of these young women will be far- 
reaching in the hospitals and health work of more than 
our own country. 

It is quite possible, however, that another result of this 
camp may become even more important. This is its influ- 
ence on methods of teaching in nurses’ training schools. 
It seems probable that this will enter into and become a 
permanent procedure in the educational program of hos- 
pitals and certain colleges, notably junior colleges in cities 
with hospitals conducting training schools. 

The application of this idea in the Junior College of 
Grand Rapids, Mich., was due to its president, Mr. Jesse 
B. Davis. Mr. Davis says in regard to this: “As far as 


I can remember the situation, the idea arose from a 
chance conversation that I had with Mr. Benjamin Mer- 
rick, while at lunch at the Association of Commerce, 
regarding the demand for nurses during the war, and the 
difficulties which he reported to me the hospitals were 
having in carrying on their training schools, due to the 
fact that so many doctors and nurses were leaving for 
war service. When I suggested to him that it might be 
possible for the Junior College to supply the academic 
work he was heartily in favor of the suggestion, and as a 
result a meeting of the head nurses and some members of 
their educational committee was called to talk the matter 
over at Blodgett Hospital. Although Blodgett Hospital 
did not enter upon the plan the first year, they all agreed 
that the idea was a practical one and that the experiment 
was worth trying out.” 

The idea found immediate favor with two hospitals, 
Butterworth and St. Mary’s. Miss Elizabeth Selden, who 
was then superintendent of Butterworth, is entitled to 
much of the credit for the organization of the course, and 
the establishment of its ideals. She also worked out a 
program compatible with hospital administration. 

The first plan was to have the girls sent from the two 
cooperating hospitals, Butterworth and St. Mary’s, for 
four class hours a day, beginning at ten o’clock and clos- 
ing at three o’clock. This necessitated a lunch hour with 
the nurses either taking their lunch in an already crowded 
school lunch-room, or returning to the hospital, or in some 
cases taking a lunch. The girls alternated academic in- 
struction and hospital work, spending three days of one 
week at the hospital and two in school, and the next week 
reversing this to spend three days in school and two at the 
hospitals. By arranging the students in two sections the 
hospitals always had one group for work and the instruc- 
tors had no vacant time. 

This plan was followed for two years. The second year 
the numbers were increased by a class from Blodgett 
Hospital. The alternating days of study and practice 
‘were not satisfactory for many reasons. In some cases it 
left the student with curtailed study hours, or brought 
her to class after night duty when she was too tired and 
sleepy to give any attention to the work. 

This year instead of alternating days and running 
courses through the year a plan known in the school as the 
“Parker Plan,” from Dr. Parker, superintendent of But- 
terworth Hospital, its originator, has been followed. 
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It has been much more satisfactory to the students and 
teachers, and at least equally so in the hospitals. This is 
to give the instruction in morning and afternoon sections 
for one semester. One section comes at 8:30, has four 
classes and is dismissed at 12:10. The other section 
begins at 12:10 and finishes at 4 p. m. 

The girls come four days a week, and with Wednesday 
off have time to get in their studying, do the required 
light hospital work, and are in better condition to get 
the academic work than when regular hospital work took 
their time and attention every other day. The work is 
intensive, and requires much care on the part of the 
teacher to see that only fundamentals are included, and 
constant attention on the part of the student to miss no 
point which is given. This should limit the size of classes, 
for eighteen to twenty students are as many as any in- 
structor can teach under such conditions, with even labor- 
atory work limited to an hour. Our classes are twenty- 
four to thirty, but this is too large to permit sufficient 
attention on the part of the teacher to the needs of each 
student. 

Standard Curriculum Followed 


Subjects taught have included from the beginning: 
anatomy, and physiology, bacteriology, materia medica, 
dietetics, chemistry, hygiene and sanitation. No outline 
of the courses is included here because they follow the 
“Standard Curriculum for Schools of Nursing” as closely 
as conditions permit. During the first year an attempt 
was made to give some instruction in English, but the 
time for work was so limited that this had to be given up. 

For two years materia medica was taught by a nurse 
instructor supplied by one or the qther of the non-Catholic 
hospitals. Then it was taken over by a teacher in the 
department of biology, the department now having entire 
charge of the work. For a time anatomy was also taught 
by a nurse instructor, and dietetics by the teacher of 
household economics. As the work grew it was evident 
that if it were to succeed the subjects must be taught 
under conditions such that every subject could be made to 
supplement every other one. The teacher of chemistry, 
for example, gives the analysis of foods needed for 
dietetics; the physiological chemistry needed in anatomy 
and physiology; and the action of drugs and disinfectants 
applied in materia medica and bacteriology. As time 
offers opportunity, the various subjects will be more 
closely coordinated, for this gives the linking of theory 
and practice which fixes the fact in the student’s memory 
for future use. Here, too, more than in any other phase 
of biological work, there is the constant illustration from 
hospital practice. Much bacterial material is supplied 
directly from the hospitals or the clinic laboratories of the 
city, and tke study of the germ and observation of the 
patient may often go on at the same time. 


Facilities Open to Hospital Students 


Laboratories and other facilities for study are open to 
the nurses in training as to any other college student. 
The only difficulty is that the hospital student has not the 
time the other student has to make use of her advantages. 
A well fitted chemistry room provides sinks, apparatus, 
and chemicals for each student. Models, charts, demon- 
strations, and experiments are in daily use by all instruc- 
tors. Autoclave, incubator, and media together with 
microscopes for each student and a demonstration micro- 
scope with oil immersion lens and Abbe condenser, permit 
bacterial investigation limited only by time for their use. 

From the very first it has been the custom of the vari- 
ous hospital superintendents to make the divisions into 
sections on the basis of preparation. There are enrolled 
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this semester fifty-two girls, whose preparation varies all 
the way from part college (or in one case full college 
work) to only an eighth grade certificate. While it is true 
that girls with only eighth grade preparation often show 
ability to study and great determination to get their les- 
sons, they are handicapped by their limited knowledge of 
English and spelling, and after graduation are shut out 
from further training at the university. 

A knowledge of how to study should be the acquirement 
of every pupil of our high schools, but it is very evident 
to teachers of these classes that part of the difficulty of 
almost every student lies in inability to go about studying 
without waste of time and energy. We endeavor to meet 
this by simple and constant directions as to methods, etc., 
but long-seated habits are hard to break. 

Another interesting point concerning these girls is the 
great improvement shown by the later entrants over those 
who came in the war time classes. Very few students 
“leave training”—an event concerning which instructors 
early learned to display no curiosity—at the present time. 
Illness, almost without exception, is the cause of absence 
now. The improvement is due to the type of girl rather 
than to age, for out of the fifty-two girls, thirty are under 
twenty. 

Since this paragraph was written the writer was told 
by a supervisor of one of the city hospitals that an enter- 
ing class of thirty-three in one of the war years has now 
only thirteen of the original students for graduation. 

In another hospital recent classes have established and 
maintained a flourishing mission band organization, and 
several girls have pledged themselves for foreign mis- 
sionary work. These are very different from the girls 
attracted by the uniform and the excitement of war two 
years ago. 


The Plan Satisfactory to All 


The supervisor in one hospital says that of a class of 
twenty-four girls under twenty, she feels that their seri- 
ous attitude toward their work and their responsibility on 
the floor, as well as the kind of work they do in the hos- 
pital lecture room, is due in part at least to the intensive 
training of the first semester. Medical directors, super- 
visors, and visiting physicians have expressed satisfaction 
with the results of the training. 

In addition to the Junior College work, the girls take 
ethics and practical nursing in each hospital. This varies 
from fifty or sixty to ninety hours of additional class work. 
Hours of duty each week also vary from twenty-four to 
thirty-eight; St. Mary’s asks five hours on school days, 
the other hospitals only two hours. 

Like every other project it has its advantages and 
drawbacks. From the hospital standpoint the time needed 
by the nurses for dressing and going back and forth must 
be among the latter. One hospital reduces the time by the 
use of a motor bus. 

The advantages are plain: classes are taught by trained 
teachers who prepare for each lesson and are not subject 
to call as are physicians. Then, too, the work can be 
coordinated as it cannot be among the members of a busy 
hospital staff. Classes in college are also larger than the 
hospital would carry. 

Preparatory work in all hospitals is uniform, and there 
is enough of pride in each group to provide healthy com- 
petition. Time is saved, for work otherwise given in three 
different places is given in one. 

Give me intelligent motherhood and good prenatal con- 
ditions and I have no doubt of the future of this or any 
other nation—Rt. Hon. John Burns. 
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A BAD SITUATION AND HOW IT WAS OVER- 
COME 
By NANCY E. CADMUS, R.N., Superintendent, Manhattan Maternity 
and Dispensary, New York City. 

Because of lack of space in the laundry to provide for 
the reception of soiled articles following deliveries, these 
same pieces had always been cared for under trying condi- 
tions in one of the rooms adjacent to the labor room, until 
by a happy inspiration an electric washer of a small, 
vacuum type occupying floor space about 30 by 30 inches 
was introduced. The motor is connected with the regular 
lighting current, the water (cold only) is introduced by 
hose permanently attached to the faucet, and the washer 
is emptied through a trap connected with the waste pipes. 

This machine has also an electric wringer attached, and 
all parts of both this and the washer are either iron or 
zinc. The wringer, of course, has rubber rollers. 

The introduction of this machine has done away with 
features that were trying in the extreme, and much of the 
work is done by the maid under the eye of the supervising 
nurse, as, like all machinery, it must be used intelligently. 
No device ever introduced has produced more satisfaction 
to us than this. 

The above may sound as though I were advertising 
electric washers, but such is not the case, I am only throw- 
ing out a suggestion that may be of use to some other 
perplexed superintendent. 





IS GROUP SYSTEM OF NURSING ONE SOLU- 
TION? 


In February, The American Journal of Nursing printed 
an extract from a letter of Sister Domitilla, St. Mary’s 
Hospital, Rochester, Minn., which should be valuable to 
all those interested in the problems of nursing. 

“In regard to the special nursing, we have always had 
a large number of patients who had special nurses. These 
nurses in most cases were on twenty-four hour duty. Last 
summer there was a great shortage of graduate nurses, 
and those we did have were clamoring for twelve hour 
duty. We felt they should have it, but at the same time 
it seemed almost impossible to grant it then. On analyz- 
ing the situation, it seemed to us that it was a great 
waste to allow a graduate nurse to limit her services to 
one patient, especially when the patient was not in need 
of the service. The result was the establishment of the 


group system of nursing. By this system, several nurses: 


are organized in a group and they are held responsible 
for the care of the patients in a definite unit of the hos- 
pital. For example, in one unit there are ten private 
rooms, for patients who desire the services of graduate 
nurses. There are five nurses to care for these patients 
during the day and two to care for them during the night. 
The day nurses are on duty nine hours, the night nurses, 
twelve. They all receive a salary and board, but they secure 
their own room in the city. Each group manages its own 
affairs, such as hours off duty, day or night duty, etc. 
“The system has been in operation since the first of 
September (1920) and has been most satisfactory. The 
nurses like the method, for it gives them shorter hours 
and a larger salary, and the work is far more interesting. 
We like it, for the large supply of nurses resulting from 
the plan makes it possible for us to eliminate the unde- 
sirable. It keeps everyone doing her best. Not all the 
nurses of the staff are on the group system, however, for 
there are a few patients who need or demand constant 
attention. Those patients are put in a certain section 


of the hospital and are given both a day and a night 
nurse. 
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NOTES FROM THE HOSPITAL LIBRARY AND 
SERVICE BUREAU 


The Hospital Library and Service Bureau is now en- 
gaged in compiling a list of dispensaries and college in- 


firmaries. ae al 


The first meeting of the Chicago Society of Anesthe- 
tists, of which Dr. Isabella C. Herb is president, held its 
first meeting in the Hospital Library and Service Bureau 
on Monday, March 14. 

* od K * 

The Library recently received a gift from Mount Sinai 
Hospital, Cleveland, O., in the form of a book containing 
samples of all the record forms used in that hospital. 

oK * * * 

The Library now has on file the plans of over 110 
hospitals. These are available for examination to any 
who are interested in hospital construction. 

ok ok * * 

Since the first of January, over two hundred volumes 

have been added to the library. 
* * 1% * 

At a meeting of the trustees of the American Confer- 
ence on Hospital Service, Dr. N. P. Caldwell was elected 
to take the place on the Library Committee of Mr. Homer 
F. Sanger, who recently resigned from the American Med- 
ical Association. 


U. S. PUBLIC HEALTH SERVICE LEASES 
RUTLAND SANATORIUM 

The model tuberculosis sanatorium nearing completion 
at Rutland, Mass., originally established by the New 
England Sanatorium Association has been leased for a 
term of years by the U. S. Public Health Service. Within 
two months it is expected that the sanatorium will be able 
to accommodate one hundred patients and it will ulti- 
mately care for three hundred. The plans under which 
the sanatorium is now being enlarged have been approved 
by the U. S. Public Health Service, and by the architect 
of the National Tuberculosis Association on duty with the 
Public Health Service. The finished building will be the 
last work in modern tuberculosis construction; the sur- 
roundings are ideal; and the tuberculous service men who 
will shortly fill this hospital will be assured of the best 
that modern science can provide. 





ARMY SOLICITING NURSES 

The Army Medical Department is soliciting applicants 
to fill vacancies in the nursing corps in the Army. Under 
an arrangement by which all applicants will be given a 
three years’ course of training at the Army school of 
nursing, appointments from states east of the Mississippi 
River will be to the Walter Reed Hospital, Washington, 
D. C.; those from west of the river will be sent to the 
Letterman General Hospital, San Francisco. 





MANITOBA HOSPITAL ASSOCIATION TO 
MEET LATE IN YEAR 
The date of the Manitoba Hospital Association has not 
yet been decided upon, but it will probably be late in the 
year, shortly before or after the Manitoba Medical Asso- 
ciation meeting. This arrangement will enable members 
from distant points to attend both meetings more easily. 





Reason’s whole pleasure, all the joys of sense 
Lies in three words, health, peace, and competence. 
—Pope. 
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THE TEACHING DIETITIAN IN PUBLIC HEALTH WORK 


By FAIRFAX T. PROUDFIT, UNIVERSITY oF TENNESSEE, KNOXVILLE, TENN. 


GsvaRAL years ago the need of someone to look after 

the nutrition work in the out-patient department of 
the hospital was brought so forcibly to my attention, 
that although my regular work has always been, and 
still is, the teaching of dietetics to nurses, I began to 
prepare myself for this additional work. I felt that my 
close contact with the nurses in training, and my classes 
of public health nurses, together with the work I could 
do in the dispensary, would give me an opportunity not 
only to make the course in dietetics more interesting to 
the pupil nurse while she was in training, but would 
also prepare her to enter the field of public health nurs- 
ing, if she so desired, with a better knowledge of the 
various nutrition problems of the poor than she would 
otherwise be able to obtain. 

It was proved to my satisfaction that the instructor in 
dietetics in the hospital was the logical one to undertake 
the dietetics in the out-patient department, that is, pro- 
vided she did not undertake too many classes in the hos- 
pital. First, because she would then have the opportunity 
of gaining a keener insight into the needs of the patient 
before he became a ward of the hospital, and would 
thereby be in a position to give more intelligent instruc- 
tions to the nurses in the care of such cases. And second, 
because concrete examples leave a more lasting impression 
than mere spoken words; thus a lecture on a certain nu- 
tritional disease may become a definite thing in the mind 
of the student if she sees it illustrated in the person of 
her own ward patient. So, I have this particular point 
of view, I do not mean to suggest that none other than 
the teaching dietitian is fitted for, or should aspire to, the 
post of public health dietitian, but I will say that in her 
the dispensary will find a willing and most interested 
worker. 

This field is so extensive, and its interests so varied, 
that one can see at a glance what wonderful opportuni- 
ties it offers to the highly specialized nutrition worker 
whose training makes it possible for her to select any 
one of half a dozen or more branches of work, any of 
which would repay her for her efforts. 


Lack of Unity Felt Between Workers 


We are all more or less familiar with the work done 
in the charity organizations, and that of the nutrition 
department of the hospital; we have seen the visiting 
housekeeper, the social service worker, and the hospital 
dietitian carrying out her daily round of duties, and it 
has been through the observation of these workers that 


the lack of unity and correlation between their closely 
allied subjects was discovered. 

Each was doing fine work, fine in itself, but without 
relation to that of the other; each was traveling over 
a separate and distinct road, which never joined that of 
the other, consequently much valuable effort was lost. It 
was like a broken telephone wire which expends its force 
in the air instead of passing over one unbroken line to a 
definite point where it can be utilized to the best ad- 
vantage. 

Let us look backward a moment and watch the building 
of a new position, the tying up of the loose ends, the 
bridging of the gaps which yawned between the work of 
the visiting housekeeper, the social service worker, and 
the hospital dietitian, and the creation of a branch of 
dietetics which represents a unity of interests, a special- 
ized training, and a definite effort to make the world 
better for its being. 

First, let us take note of the factors which lead up to 
the growing need for the creation of such a position as 
that of public health or social service dietitian. Charity 
organizations realized many years ago the need for some 
specific action on their part to teach the ways or right 
living to the poor and ignorant of the community, in order 
that they might be a benefit instead of a menace, which 
they undoubtedly would be if left to their own devices. 
Vast numbers of immigrants were landing on our shores, 
whose knowledge as to the manners and customs, to say 
nothing of the laws, of the alien country was totally 
lacking. In the beginning, so long as these people did 
not stand in need of medical or material aid from the 
various organizations, they were left to find themselves. 
Each nationality naturally endeavored to settle where 
others of its race could be found, believing they could 
learn through them the ways of their newly adopted 
country. Unfortunately they found their neighbors, in 
many cases, as ignorant as themselves, and in following 
the line of least resistance, adopted bad customs without 
even being aware that they were bad. 

The charity organizations met a part of this situation 
by sending out a visiting housekeeper, whose duty it was 
to show the women how to buy the foods that were cheap 
and good, instead of those whose virtue lay only in their 
cheapness. She was primarily a cooking teacher, not a 
dietitian. She went into the homes of the poor and igno- 
rant to teach them how to prepare American foods in 
American ways. Unfortunately the teacher and those 
whom she was instructing did not understand one another. 
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The difference in language often formed an almost insur- 
mountable barrier. 

Frequently, through her ignorance of their manners 
and customs, she attacked old racial customs and disre- 
garded religious scruples which meant the very sum and 
substance of life to them. What wonder, then, that she 
often created an antagonistic feeling against any other 
worker coming into the homes, a feeling which not only 
made her work harder, but has left a legacy of distrust 
which has been and still is difficult to overcome. 

Another problem, even more vital, confronted this early 
worker, that of finances. The wages of the bread winner 
of the family had to be made to cover the expenditures. 
In families where there were a number of children, or 
the weekly wage was small, or in families where there 
was more or less sickness, this was manifestly impossible. 
The mother, the one whose business it was to spend the 
food dollar, did her best to make it go as far as possible; 
consequently she bought food that was filling, rather than 
that which was nourishing. The visiting housekeeper 
could do little to change things because she herself had 
not received the training which would make it possible 
for her to help that mother to spend the food dollar advan- 
tageously, not only from a standpoint of economy, but 
likewise from a standpoint of health. 

Such training was unheard of a few years ago. Budget 
making has been a process of slow growth. Lack of 
money to spend on food has been and always will be an 
obstacle to right living, but the ever growing result of an 
inadequate and insufficient food supply upon the health 
of the world at large has made it necessary to devise 
some means to combat it. 


Health Needed Adjustment 


The third factor showing need of adjustment was that 
of health. There is not a city in the country whose 
health department and charity organizations have not 
been confronted with the difficulty of looking after those 
physical disturbances which not only affect the individual 
sufferer, but likewise menace the lives of all those about 
him. This is particularly true with the tuberculous patient. 

The visiting housekeeper could teach the mother of the 
family how to cook, provided the family was in normal 
health, but she could not handle the health problem any 
more than could the social service worker; neither her 
training nor that of the visiting nurse provided for the 
recognition of symptoms arising from errors in diet, or 
disturbances caused by a lack of certain food elements. 
Hence their responsibilities ended when they had advised 
the patient to go to a hospital, and having accomplished 
this much, he passed out of her hands into those of the 
hospital officials, one of whom was the dietitian. 

Now keep in mind that the dietitian knew nothing of 
the patient until she met him in the ward; she had no 
previous knowledge of his circumstances, or the causes 
which led up to his need for hospital treatment. She had 
neither time nor the opportunity for such investigations; 
her duty was to provide him with the special diet ordered 


by the physicians in charge. 


But what of the patient? What was to prevent him 
from returning to his old mode of living, or taking up 
his old habits of eating, which were possibly to blame for 
his original disturbance? Something was obviously lack- 
ing, and some system of observation needed whereby such 
cases might be followed up; but, as the old proverb says, 
“What is every man’s business is no man’s business.” 
Many a name was added to the long list of so-called “re- 
peaters” which need never have been recorded a second 
time. 
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Thus it was made evident that someone was needed 
who, by reason of her special training, could act as a 
bridge connecting the in-patient and out-patient depart- 
ments of hospitals and social service fields; one who would 
function in each, yet belong essentially to all. It is easy 
to see the importance of this position, and how difficult 
it would be to fill; but the situation has been met, and 
today it is the public health dietitian who assumes the 
responsibility of tying up loose ends and bridging the 
gaps which lie between these closely allied but heretofore 
widely divergent departments. 

That such a combination of diversified work calls for 
special training is obvious. The individual assuming 
such a position will need not only her regular course in 
dietetics, but a course in social service as well. 

It means going into training as a social service worker 
under the auspices of a well organized and progressive 
charity organization; it likewise entails a certain period 
spent in a hospital, possibly as a pupil dietitian, in case 
she has not already served a term in such an institution. 
And finally, it means the serving of an apprenticeship in 
the out-patient department of a large hospital, in order 
that she may become familiar with many phases of the 
subject which cannot possibly be obtained elsewhere. 

The fact that watchful waiting is a part of the game 
makes it all the more interesting, since the waiting is 
for a chance to show her ability, and to prove herself 
indispensable to those whom she is endeavoring to assist. 
In order to do this, her training must bring her in contact 
with the people who come to the dispensary for treatment. 
She must win the right to advise before attempting to 
do so; she must familiarize herself with their many prob- 
lems, and by gaining their confidence be in a position to 
help solve them. 

When she finally reaches the portals of the dispensary, 
she will have become familiar with her people and be 
able to make clear many things which have in the past 
formed an almost impenetrable barrier between them and 
their necessary relief. Here in the dispensary her duties 
become more numerous and more concrete in form. She 
learns to weigh and measure patients, to take histories 
and compute dietaries. She also learns to keep the weight 
charts, and by observing the dietitian at work, learns 
how to give the instruction which forms such an impor- 
tant and inevitable part of her daily duties. 

Here, too, she attends the metabolic clinics, and watches 
the various tests being given. She sees that the dietitian 
receives her directions from the examining physician, and 
afterwards goes with her into the home of the patient 
and watches her instruct that patient—or the mother of 
the patient—how to carry out the physician’s orders cor- 
rectly. 


Out-Patient Work Very Important 


I will not attempt to say anything in regard to the 
training necessary for the work of social service dietitian. 
The work in dispensaries is so vital, and the opportuni- 
ties for service so limitless, that I will try to give some 
information in regard to it. The work in the out-patient 
department, like that of the in-patient department of a 
hospital, deals necessarily with the abnormal rather than 
the normal individual, but it is the part of the dietitian 
at work there to institute measures which will not only 
bring relief to the sufferer in question, but will also pre- 
vent a repetition of his trouble, and protect the remainder 
of the family from the results of careless or ignorant dis- 
regard of the laws of right living. 

In the beginning it is well for the dietitian to keep in 
mind the recent creation of her position, and the fact that 
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she herself is consequently more or less on trial. She 
must not expect to have everything her own way at first, 
or to be consulted as often as she may feel is her due. 
She will frequently find conditions sadly in need of refor- 
mation and be tempted to upset everything in order to 
improve them, but unless she wishes to jeopardize her 
future usefulness in the dispensary, she must be willing 
to “make haste slowly,” and to bring about the necessary 


- changes gradually. 


Dietitian’s Work Divided into Three Types 


To those who are not familiar with the inner workings 
of the out-patient department of a hospital, and of the 
nutrition work in particular, it may be of interest to hear 
how the duties of the dietitian are arranged. 

There are three main divisions of work: consulting 
dietetics, clinical dietetics, and visiting dietetics. There 
is more or less clerical work connected with each. Much 
of this may be done by an assistant, but it is not wise 
to leave in the hands of an untrained worker the taking 
of the original history, since it is essential to be able to 
put the necessary questions in such a way as to gain all 
possible light upon the health and habits of the patient, 
in order to do him any material good in the clinic. 

The majority of patients coming to the nutrition clinic 
for treatment and advice are sent in by one of the physi- 
cians in another department of the dispensary, but some 
come in on the advice of a friend who has been there 
before him, and has sung the praises of the place. 

A thorough physical examination is required in each 
case. It may be that the patient requires surgical or 
dental attention in order that he may be free to gain 
in weight and health, it may be that his dietary habits 
are badly in need of changing, but whatever the results 
of the examination and tests, the findings and diagnosis 
of the physician are sent to the dietitian, who adds them 
to the record. 

In the course of the examinations made in the nutrition 
and metabolic clinics, the dietitian endeavors to get as 
clear a picture of the life and home surroundings of her 
patient as possible; that is, she finds out how many there 
are in the family, how many rooms they occupy, whether 
these rooms are light or dark. She inquires into the kind 
of food they are in the habit of eating, and how often 
and regular are the meals. She makes an effort to find 
how much sleep the children get in twenty-four hours, 
and whether they drink tea or coffee. This examination 
is supplemented by a visit to the home, where she checks 
up the history of the patient by her own keen observation; 
in fact, it is the close attention to minor details which 
enables her to assist in the solving of the patient’s 
problems. 

Preliminary Instructions Given 


After the examination of the patient in the clinic is 
completed, he is weighed and measured, and given such 
preliminary instructions as to what he shall eat, as is 
possible with the amount of data obtainable in so short 
a period of observation. He is told to return on a cer- 
tain day and is then placed in the class where he can 
receive the instruction to cover his particular needs. He 
is not discharged from the dispensary until he has recov- 
ered from the disturbance which first brought him to the 
clinic and until his weight curve passes over the top of 
his normal weight line. 

Probably the most interesting part of the work in the 
dispensary, to the dietitian, is found in the nutrition 
clinic. Here she comes in contact with the various types 
of patients, underweight and malnourished, some old and 
some young, some optimistic about themselves, and others 
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despondent. Here she finds the ones who are willing to 
work for their health, and those who are not. I had an 
experience with the latter type when I first went into 
public health dietetics. The doctor had sent in a woman 
from the medical clinic with a card saying, “Feed her 
up, she is to be operated on as soon as she can stand it,” 
and I, wanting to establish friendly relations, smiled upon 
her and said, “Good morning, how are you today?” She 
fairly screamed at me, “What do you ask me that for— 
you’re the doctor, ain’t you, you ought’er know.” But it’s 
all in the day’s work, even this patient became amenable 
to reason as she found herself improving. 


Nutrition Clinic Important 


In the nutrition clinic, or the “What I Eat Class,” as 
Miss Wood calls it, in the Boston Dispensary, the dieti- 
tian has an opportunity for individual work impossible 
to find elsewhere. She makes her own plans and carries 
out her individual ideas. She divides her patients into 
groups or classes. There are some classes for adults 
and some for children, and I may add that in the latter 
the dietitian finds solace for the frequent discourage- 
ments which are inevitable in the work with older pa- 
tients. The directing of children along the pathway to 
health is indeed a privilege, and the public health dietitian 
cannot but realize her responsibilities when she sees the 
eager little faces before her. 

When she goes into the homes and assists the mother 
in making the sick one well, and the well ones more com- 
fortable, she finds many a chance to suggest changes and 
reforms in their mode of living, she can demonstrate the 
value of spending the food dollar in a way to get the 
maximum returns for the money, and in many ways show 
herself worthy of the trust which they, in time, will give 
her. I will not dwell upon this phase of the subject, but 
will say that it is a most serious part of the work of 
the public health dietitian, this spending wisely the food 
dollar, when one realizes that no mother will fail to econ- 
omize on the family table when the rent is due or John- 
nie’s feet are on the ground. 


Instructing Social Workers 


Several years ago I was asked by the Associated Chari- 
ties of Memphis to join their staff as a consulting dieti- 
tian. I was to give instruction to the trained social 
workers in the best method of improving the health of 
the families under their charge, through a supervision 
of the family budget. We had weekly conferences, twice 
each month I talked to them on the health problems which 
confronted them in almost every family, and the other 
days I discussed definite cases. There were colored as 
well as white social workers in the class, for the problems 
of the colored families were in need of even greater 
attention than those of the white race. 

After a year’s work in this capacity I found that com- 
paratively little could be done without my coming in per- 
sonal contact with the families themselves. For example, 
Lyda, our excellent colored worker, bewailed the fact that 
with one family in particular she was “not getting any- 
where.” She remarked, “I can’t make Callie do what you 
say, and the baby is going down before my very eyes, I 
think she will die unless we do something to change 
things.” So the next day I went out to see Callie and 
found a family of seven or eight, the father in the last 
stages of tuberculosis, all living in three small rooms, 
one of which was kept nice for company and unslept in. 
The sick child was receiving just what the rest of the 
family were getting to eat, including cabbage, fat meat, 
corn bread, and molasses, with coffee, but no milk in her 
dietary. This child was sleeping with the tuberculous 
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father, “because she kept the other children awake,” and 
as the father was awake anyway it did not make any 
difference to him if she was restless. 

When I asked the colored mother why she had not fol- 
lowed the directions sent her by me through Lyda, she 
said: “Lord, honey! did you send me that word to feed 
Kathene on milk and such like? Why I thought it was 
just Mrs. Bumpus telling me how to feed my child, and I 
knew she didn’t know any more about what was good for 
her than I did; ’sides that, she ain’t never had no children, 
how come she know about raisin’ ’em?” I soon straight- 
ened her out and instituted changes which materially 
improved the health of the entire family. 

This was just one example which pointed out the need 
for something other than desk supervision being given to 
the families under our care. The following fall I began 
a survey to find out just how much needed to be done, 
and the best way of bringing about the necessary reforms. 
With the social workers, I visited a number of families; 
the mother received a mother’s pension, which helped, but 
could not by any means meet the financial needs of the 
family in question, it had to be supplemented by aid from 
the charity organization. 

After several months’ careful study of the families se- 
lected, I took the material collected, to the dean of the 
University of Tennessee Medical College, which is located 
in Memphis, and under whose auspices the out-patient 
department of the Memphis General Hospital was con- 
ducted, and asked him to look it over. 

I made use during this preliminary study of portable 
scales, and could thus show the exact percentage of under- 
weight which I found to be in at least 60 per cent of the 
children examined. I had been able to take most of these 
children to the dispensary for a complete physical examina- 
tion, which also revealed a serious state of malnutrition and 
ill health. Many had subacute tuberculosis, the majority 
had adenoids and diseased tonsils, while there was scarcely 
a child in the entire lot who did not stand badly in need 
of dental attention. 

The dean agreed with me that something should be 
done to improve these conditions, and when I pointed out 
the work being done in other cities in the nutrition and 
welfare clinics, both in dispensaries and in health centers, 
he suggested that I talk the matter over with the director 
of the out-patient department of the General Hospital, 
and the chief of the department of pediatrics, in order 
to devise a means of combating the existing conditions. 
This I did, with the most gratifying results. Both of the 
physicians recognized the need for definite nutrition work 
in the dispensary, and the follow-up work which we all 
believe to be an essential feature of the educational pro- 
gram, and I was given the position of director of the 
nutrition and welfare clinic. 

The physicians were skeptical as to my ability to get 
the children to come to the nutrition class, or, having 
come, to attend regularly, but I am happy to say that the 
clinic was so popular that this year I am to have two 
rooms instead of one, and shall be able to have the col- 
ored children on the same days that I have the white ones. 
Last winter this was not believed to be advisable. We do 
not mix the races in the South, and there was not room 
for all, so that I did the necessary work with the negro 
children in their homes, going to them on Saturdays or 
after school on week days. I found this plan quite satis- 
factory, although it did require much more time than I 
could afford to give to it. Not only was I able to get at 
the dispensary children, but as a rule had a number from 
the neighborhood as well. 

In my dispensary class the interest was almost uni- 
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versal as soon as the children realized that they were 
having to assume the responsibility for their future 
health. All of you who have done similar work know 
what it means to arouse the interest of a child and to 
hold it. 

In my own clinic I interview each child as he arrives, 
I question him as to how he has followed the directions 
given him at the last meeting of the class. In some cases 
it has been found advisable to do this questioning in the 
presence of the rest of the children, thus bringing to 
light any discrepancies on the part of the one being ques- 
tioned; if he chances to have a brother or sister in class, 
they will not fail to remind him that he is not telling 
the entire truth, and this acts as a lesson to the others. 
For example, the little Mexican, Henrique, did not drink 
his prescribed amount of milk or eat his regular allow- 
ance of oatmeal, and while he blithely announced that he 
had followed all directions and therefore earned the stars, 
his small sister loudly protested that he was not telling 
the truth. When Henrique stepped on the scales and 
found that he had lost weight, he looked very crestfallen, 
and his sister said: “There, I told you Miss Proudfit 
would know that you did not drink the milk she told you 
to.” It is not always that Fate takes a hand in empha- 
sizing such lessons, but this time I was truly grateful, 
because had this small but very observant youngster 
showed a gain, in spite of his falling from grace, I do 
not doubt that I would have had much to do to bring 
him to a realization of his shortcomings. 

I found early in the year that the majority of those 
underweight children suffered, more or less, from con- 
stipation. Some of this trouble was undoubtedly caused 
by errors in diet, but much of it was directly traceable 
to carelessness on the part of the child in failing to go 
to the toilet and see that his bowels moved every day, 
or because the mother had failed to teach him in infancy 
to be regular in the performance of this essential duty. 

The dietary was of course adjusted to meet this need, 
as far as possible, and the children were likewise given 
a ten minute period at the end of the lesson, of corrective 
gymnastics, not only to assist in overcoming the consti- 
pation, but to improve their posture, and show them how 
to breathe correctly. The children loved this period, 
which followed the health story hour, or the guessing 
games with which we used to impress the health rules. 


Gymnastic Period Good for Children 


I believe that this gymnastic period has a good psycho- 
logical effect upon the children, making them feel that 
while they are having a good time they are also helping 
their body to do its part. Also, in carefully adjusting 
the exercises to meet the needs of each individual child, 
I overcome the constipation which so frequently presents 
one of the most difficult problems in the treatment of 
malnourished children. This opinion was corroborated 
by a specialist in tuberculosis, who watched the children 
going through the exercises. He told me I had found 
one way to insure a regular attendance at my clinics. 

I changed the symbol to be placed on the charts for 
taking these exercises ten minutes each day, and instead 
of a star used a bright colored bird sticker; it worked 
like a charm. Seldom did I find a child who would not 
exert himself to win a bird. One little youngster ex- 
claimed: “Gee, won’t these birds look fine perched up 
there just like sparrows on a telegraph wire? I bet I'll 
have the fullest line of all in June,” and he did. 

My work with these children is elementary, I am only 
a beginner in child culture, but the work is so worth 
while; the influence which can be exerted to bring about 
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better conditions in the home, the wiser spending of the 
family income, especially the food dollar, the healthier 
and more normal attitude toward life which the dietitian 
can assist in bringing to the people under her care, makes 
this branch of dietetics especially interesting. 

The opportunities open for the dietitian, especially the 
teaching dietitian, are many, but in my opinion, the one 
offering the greatest returns is to be found in the dis- 
pensary, the out-patient department of large hospitals. 
Here the work is undoubtedly hard, but the chances for 
individual constructive work so limitless that it will repay 
anyone with the will and vision to persevere. 
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It is not always encouraging, pioneer work rarely is, 
the dietitian entering upon this field will have to forge 
a place for herself. She will have to prove her worth 
before she can expect toleration, much less welcome, from 
the physician who has already given a lifetime to this 
department of public health. But having the training and 
the desire to work in cooperation with the physician, the 
student taking up this branch of dietetics as a profession 
will find it pre-eminent not only for the influence she may 
wield in the out-patient department of the hospital, but in 
the dedication of her life to humanity in the field of public 
health service. 










By E. M. STATLER, PRESIDENT OF HOTEL PENNSYLVANIA, NEW YORK, AND OF HOTELS STATLER COMPANY, INC., OPER- 


i NEARLY all the hotels of the country a considerable 
percentage of the employees are given their meals by 
the hotels. While in many cases this is not figured as a 
part of their salary, nevertheless the salaries of this 
class of employees are based upon the fact that they 
receive either meals or rooms, or both. It is a custom 
that has grown up with the hotel business, and whether 
it is a good or a bad practice has no place in this article. 
The fact is that the employees receive their meals—many 
hundreds of them, in the case of the large hotels—and 
they are apt to be somewhat exacting regarding the food 
that is served to them and the manner of its serving. 

In the Statler Hotels in Buffalo, Cleveland, Detroit, and 
St. Louis, and in the Hotel Pennsylvania in New York, 
which is Statler operated, we have always tried to give 
to those of our employees entitled to meals the very best 
of substantial and wholesome foods. With the increases 
in the cost of food and with the various coincident in- 
creased costs, this practice grew to be even more of a 
problem last year than it had formerly been. It was 
particularly a problem in the Hotel Pennsylvania in New 
York, which, as the largest hotel in the world, has a 
greater number of employees than other hotels, and there- 
fore a larger group to whom meals must be served. 

There was the danger that with so many meals to serve 
to employees, inequalities would creep in, in spite of all 
efforts to keep them out, with a consequent dissatisfac- 
tion on the part of the employees. Either there would 
be too much sameness in the menus, or there would be 
too much of this and too little of that, or perhaps good 
food for which a considerable amount was expended 
would reach the employees in a way that was not tasteful 
or not right in some respect. 

It seemed possible that a directing head for this whole 
activity might be found and the feeding of the employees 
set up as an entirely distinct and separate department 
where some of the principles brought out by trained dieti- 
tians could be well adopted. We were informed of the 
colleges where courses had been made a part of the cur- 
riculum for the training of young women in the field of 
home economics and dietetics. From a survey of the work 
done at these schools and a survey of our own particular 
needs, it seemed quite likely that a young woman so 
trained might be able to take care of this problem at the 
Hotel Pennsylvania, where we serve 2,100 meals a day 
to employees, and whére, therefore, there seemed greater 
need for a directing head who had had this kind of 
training. 


It was decided to experiment. A young woman grad- 
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uate of the Home Economics Department at Cornell Uni- 
versity was called in to take charge of what, for lack of 
a better name, we call our dietetics department. She 
found that there were four dining rooms for our em- 
ployees, each of which took care of a different class of 
workers. The executives and higher officers of the hotel 
are not included among them, as these executives have 
their meals in the guests’ dining room and their number 
is considered entirely apart from the considerations of 
this article. She discovered also that the employees who, 
as said above, receive a total of some 2,100 meals a day 
are what is known as “good feeders.” And to take care 
of the different watches—that is, those who came on 
and went off duty on the different shifts—it was neces- 
sary to have five meals—breakfast, lunch, dinner, night 
supper, and a night lunch. 

To furnish substantial foods in plentiful quantities, and 
menus so ordered as to take care of the needs and wants 
of all, presented the first and perhaps the main problem. 
Out of it was worked, however, a department for the 
feeding of our employees which seemed to give thorough 
satisfaction to them, with practically no complaints, and 
which, because of the satisfaction it gave to them, was very 
pleasing to us. We like to feel in the Hotel Pennsylvania 
and, in the Hotels Statler that our employees are con- 
tented. A contented employee helps in giving service, and, 
as I have said many times, the essential thing that a hotel 
has to sell is service. 

So, because of the way in which this department pro- 
ceeded to care for the meals of our employees, in a way 
that made them contented, satisfied, and happy, we were 
led to believe that we had discovered a good thing. While 
the department was still developing, its original head was 
taken ill and subsequently was compelled, becaused of con- 
tinued illness, to retire. A young woman similarly trained in 
the Home Economics Department at Cornell succeeded 
her and the work, under her charge, has since been devel- 
oping gradually along the lines planned. 

In feeding our employees about four barrels of pota- 
toes are used daily; about sixty to seventy pounds of but- 
ter; about 110 gallons of milk (our dietitian being a 
thorough believer in milk as a food, allowing employees 
to drink as much as they wish); and when the menu 
includes roast beef, roast pork, or smoked shoulders, there 
must be bought about three hundred pounds of clear beef, 
or three hundred and fifty pounds of pork, or three hun- 
dred and fifty to four hundred pounds of roulettes. You 
see, with other things bought in similar quantities—and of 
course I have instanced only a few—there is rather a 
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heavy burden of responsibility on the shoulders of this 
department head. And there is always this thought: that 
our employees must be well fed, that they must be con- 
tented with their meals, and that. costs must be kept 
down as far as possible. We do not believe in niggardli- 
ness, but, on the other hand, we thoroughly disbelieve in 
extravagance. 

Since the development of this scheme of dietetics at the 
Hotel Pennsylvania, we have engaged home economics 
trained women and placed them as dietitians in charge of 
the food of the employees at the Hotel Statler in Detroit 
and the Hotel Statler in St. Louis. Plans are under way 
for extending the system to all of our houses. I am 
informed that other hotels in New York are planning 
to adopt the system in which we have blazed the trail. 

This should be its own best answer to the question that 
has been asked me as to whether or not there is a place 
for the home economics trained women in our large hotels. 
And there is seemingly no reason why the opportunity 
should be closed here. There is no reason why a woman 
so trained could not be used as purchasing agent in some 
hotels, or as receiving clerk, “or in even other capacities. 
If other. hotels find it worth while to adopt our system 
after watching what we have done with it, there is good 
reason to believe that they may find that it furnishes a 
very wide field for using the services of the graduates in 
home economics. 

And there is this thought, too: 
as a rule, pay enough attention to diet. We eat too much, 
or we eat things that do not agree with us. Most of us 
overlook the importance of bran or whole wheat as a 
part of our regular diet. It may be possible that the 
graduates of a systematic and thorough course in home 
economics will do a great deal toward bringing about a 
greater general appreciation of the importance of diet, and 
that they may find a very wide field, indeed, for their 
activities. 


We Americans do not, 





NEWS ITEMS 

Miss Marie Greene has left the Samaritan Hospital in 
Philadelphia, to become dietitian of St. Joseph’s Hospital 
in Reading, Pa. 

Miss Katherine babcock, who had student dietitian 
training at the Minneapolis City Hospital, is now at the 
Iowa Lutheran Hospital, Des Moines, Iowa. 

Miss Ruth Landel, who has finished her student dieti- 
tian training at Jefferson Hospital, has accepted a position 
as resident dietitian at Altoona Hospital, Altoona, Pa. 

Miss Beatrice Roach is developing a department of 
dietetics at the Jamaica Hospital, Jamaica, N. Y. Miss 
Roach was dietitian at the Ithaca City Hospital at one 
time. 

The regular monthly meeting of the New York Asso- 
ciation of Dietitians was held at Osborne Hall January 
26. Miss St. John spoke on “Business Administration of 
Institutions.” 

Miss Elsa Delmas Curry, who was for some time dieti- 
tian at Greenpoint Hospital, Brooklyn, was married to 
Dr. Warren Conrad Fargo. They will live at 2781 Euclid 
Heights, Cleveland, O. 

Dr. M. H. Lewis, medical director, West Philadelphia 
Hospital for Women, advises us that Miss Anna Howell, 
a graduate of Drexel Institute, has been selected for the 
position of dietitian in this institution. 

Miss Helen Pond, formerly dietitian of the Jewish Hos- 
pital, Philadelphia, is now in Palm Beach, Fla., as man- 
ager of a tea room. This tea room is on a house boat and 
this alone would insure its attractiveness. 

Miss Mary L. Sedgwick has completed the pupil dieti- 
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tian training at Cook County Hospital, Chicago, and is 
being retained as assistant to Miss Breta Luther. Miss 
Sedgwick is a graduate of Milwaukee Downer College. 

Miss Bess Tews of Stewartsville, Minn., has gone to 
California, where she has charge of the educational work 
for the Sperry Flour Company. Miss Tews has estab- 
lished schools in Los Angeles and is now in the southern 
part of the state. 

Miss Lillian Kohman has accepted the position of die- 
titian in the Bismarck Hospital, Bismarck, N. D. Miss 
Kohman was previously a teacher of home economics, 
later taking training as student dietitian at Presbyterian 


_ Hospital, Chicago. 


Miss Helen Blodgett has finished the course of training 
for student dietitians at the Jefferson Hospital, Philadel- 
phia, and is staying on in this hospital as Miss Gladwin’s 
assistant. Miss Blodgett is a graduate of the home eco- 
nomics department of the New York State College of 
Agriculture. 

Mrs. Mary Pascoe Huddleson, formerly with the Edi- 
son Electric Appliances Company in New York, is now 
chief dietitian in charge of the nutrition work for the 
New York County Chapter of the American Red Cross. 
Mrs. Huddleson has some very interesting problems, as 
the work covers a very broad scope and offers excellent 
opportunity. 

The Syracuse Hospital for Women and Children, Syra- 
cuse, N. Y., has recently established a diet kitchen for 
special diet service. Miss MacDill, the superintendent, 
and Miss Kuch, the dietitian, have just cause to be proud 
of the results they have obtained in transforming a room 
which was used for an entirely different purpose into a 
very satisfactory kitchen. 

The dietitians’ section of the Home Economics Asso- 
ciation of Philadelphia met on January 27 at the Penn- 
sylvania Hospital. Miss Sara Murry, state instructor, 
and Miss Roberta West of the state board of examiners, 
spoke on “State Board Requirements in Dietetics for 
Nurses.” It was a most successful meeting. This Asso- 
ciation contributed $50 to the fund for starving children 
in Europe. 

The Rochester is the name of the hospital which was 
recently opened by the Mayo brothers for metabolic work. 
Miss May Foley, formerly at Massachusetts General Hos- 
pital, is head dietitian; Miss Malm, a graduate of the 
University of Wisconsin, is her assistant. Miss Malm took 
the student dietitian training course at Massachusetts 
General, her particular responsibility is the dietary work 
in the Stanley Hospital. 

The Chicago Dietetics Association met at the Chicago 
Beach Hotel, January 24, at 7 p. m., for the annual ban- 
quet and election of officers. Twenty-eight members and 
guests were present. Following the dinner the Associa- 
tion was entertained by Miss Ella Harrison, who played 
two piano selections, and Dr. George L. Scherter, profes- 
sor of history at Armour Institute, who talked on the 
subject, “You and Your World.” At the business session, 
the election of officers resulted in the following staff for 
the year 1921: Miss Esther Ackerson, re-elected presi- 
dent; Miss Anna Boller, vice-president; Miss Breta 
Luther, secretary; Miss Rose Straka, treasurer. Miss 
Eleanor Ahern will continue to act as publicity chairman, 
but heads of committees will be chosen by the executive 
committee at its first meeting. 

At the meeting of the executive committee of the Amer- 
ican Dietetic Association, held in New York, February 
5, 1921, it was decided to hold the next annual meeting 
at the Hotel La Salle in Chicago, October 24, 25, and 26, 
1921. The officers of the Association for this year are: 
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President, Mrs. Mary DeGarmo Bryan, 626 Bergen Ave- 
nue, Jersey City, N. J.; first vice-president, Dr. Ruth 
Wheeler, Goucher College, Baltimore, Md.; second vice- 
president, Rena Eckman, University of Michigan Hos- 
pital, Ann Arbor, Mich.; secretary, E. M. Geraghty, 801 
South Wright Street, Champaign, Ill.; treasurer, Ellen 
Gladwin, Jefferson Hospital, Philadelphia, Pa. Dr. Ruth 
Wheeler is chairman of the section on education; Rena 
Eckman is chairman of the section on dietotherapy; Lucy 
Gillette, 105 East Twenty-second Street, New York City, 
is chairman of the section on social welfare; and Mary 
Lindsley, 62 Early Street, Morristown, N. J., is chairman 
of the section on administration. All members of the 
committee were present at this meeting, also Miss Lulu 
Graves, honorary president of the Association. 





ONE WAY TO SOLVE THE QUESTION OF 
DISCIPLINE OF INTERNS 


By JESSIE HORN, R. N., RyYBURN 
HOsPITAL, 

I never could understand why an intern should be con- 
sidered such a fearsome creature. Most interns were 
very decent boys before they became interns, and most of 
them are going to become responsible and honorable men 
as physicians. Why is it necessary to assume that an 
intern, as such, is utterly irresponsible and untrust- 
worthy? 

Take the matter of association between interns and 
nurses. Interns and nurses perhaps come from families 
which have been friends for years. At any rate, they 
come from the same social strata, and social intercourse 
between these young men and young women would be re- 
garded as entirely innocent and natural if only they were 
not interns and nurses. Isn’t it putting a premium on 
wrong doing to assume that, because they associate pro- 
fessionally, all other association is improper and repre- 
hensible? 

I once became superintendent of nurses in an institu- 
tion where there had been much trouble over this very 
thing. I said to the superintendent: “I believe that the 
trouble is with the rule against association between the 
interns and nurses. If a man is not fit to associate with 
the nurses, he is not fit to be an intern. Are you willing 
to support me in abolishing the rule?” 

He said: “Go ahead; I am with you.” 

I called the interns together and told them that I be- 
lieved they ought to be able to associate with the nurses 
without any harm to either. I was willing to let them 
meet the nurses socially out of working hours provided 
their behavior was such as would be expected of any gen- 
tleman. I would permit them to invite the nurses out in 
the evening provided they would bring the girls back at 
proper hours. I would allow them to make calls at the 
nurses’ home provided they would go at ten o’clock. “But,” 
I said, “I don’t want any unnecessary conversation with 
the nurses during working hours, not for fear of any 
impropriety, but because they cannot be doing their work 
while they are talking to you.” 

The new plan worked like a charm the whole time I 
was connected with the institution. I continued it in 
force when I became superintendent instead of super- 
intendent of nurses. The flavor of forbidden fruit was 
gone now that there was no need to steal opportunities 
for meeting the nurses, The interns themselves would tell 
me at the dinner table of the day’s happenings. I would 
go into the nurses’ home in the evening and find a group 
of interns clustered about the piano singing. There was 
no self-conscious, embarrassed stir when I came in, and 
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I never had to tell them when it was time to go home. 
Once I did have to tell two medical students to leave a 
nurses’ party, and I have had to deal with a tricky pupil 
nurse, but this was not because they were interns and 
nurses, but because, among many young men and young 
women, there are sure to be some who fall below the 
standard set for them. As a whole, they justified 
the trust placed in them. 

As for interns’ pranks—once my interns raided the ice 
box and stole a roast chicken that had been prepared for 
a patient. I didn’t take it up with the disciplinary com- 
mittee. I ignored the matter until next day at breakfast, 
when I said: 

“You boys oughtn’t to be hungry today. I don’t be- 
lieve you enjoyed that chicken as much as you thought 
you would. I know you didn’t, if you realized how much 
trouble you made me. I got another chicken and roasted 
it, but that isn’t going to make things right with that 
patient. She is always going to remember it against the 
hospital. Now, I am not saying this because I don’t want 
you to have what you need to eat. If you’re hungry, tell 
me, and I'll send sandwiches and milk to your rooms. 
But I wish you’d let the ice boxes alone, for, if you don’t, 
the patients aren’t going to get what they need.” 

Every one of those boys came around and in a shame- 
faced way told me he hadn’t meant to make me trouble. 
As for the food—they didn’t want it—hadn’t wanted it; 
all that they had wanted was a little fun, and now raiding 
the ice box had ceased to be fun. 

So, to my mind, the problem of intern discipline solves 
itself with the use of a little faith, tact, and good humor. 
After all, an intern is only human! 


OPENINGS FOR DIETITIANS 

Opportunities are now open in the hospitals of the 
United States Public Health Service for the employment 
as dietitians of many women graduates of schools of 
household economics who have had student training or 
hospital experience in civilian or army hospitals. The 
work, which has to do with planning the food of the 
hospitals, was transferred a year ago from the pharma- 
cists to a newly established dietitian service. The section 
has steadily expanded, but owing to the opening of many 
new hospitals and the enlargement of those already in 
operation, the dietetic personnel is as yet not nearly up 
to the requirements. Applications for appointment should 
be made to the Surgeon General, United States Public 
Health Service, Washington, D. C. 





JOURNAL OF PSYCHOLOGY TRANSFERRED 
The American Journal of Psychology, which was estab- 
lished in 1887 by Dr. G. Stanley Hall, and has since been 
edited by him, has been taken over by certain members of 
the department of psychology of Cornell University, and 
Professor E. B. Titchner will hereafter be the editor. 





TYPHUS MAKES STRICTER EMIGRATION 
LAWS NECESSARY 


Emigrants awaiting transportation from Trieste, the 
source of many cases of typhus brought to this country, 
are being kept under the strictest observation for twenty- 
one days before sailing. This stringent inspection seems 
to have arrested the spreading of cases from this city. 
Ex-Surgeon General Rupert Blue held a conference re- 
cently, with the heads of the steamship companies in 
Paris, which resulted in the adoption of strict regulations 
with regard to emigrants leaving all European ports. 
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THE, MARKET’S TREND 


By CHARLES L. HAYS, Cuicago, ILL. 


Wy aATever improvement in business is to be noted 

this month is in sentiment rather than activity. The 
general feeling undoubtedly is one of more confidence, 
because of the belief that the worst of the readjustment 
process has been passed, but there are many wounds to 
be healed, and recovery necessarily will be slow. 

Retail trade -in March was a little slower than at the 
beginning of the year, but the Easter turnover was satis- 
factory. Clothing demand of the late winter slackened, 
partly because of continued mild temperatures, and partly 
because of unemployment. A sluggish movement of house- 
hold furnishings reflects the almost complete stoppage of 
building due to high prices, especially of labor. 

Wholesale orders are only 10 or 15 per cent below 
those of the corresponding time last year, notwithstanding 
the decline in prices, which would more than make up 
that difference; but merchants are buying in small quan- 
tities and frequently, still being shy of distant commit- 
ments. Prices of most textiles are steadier, and the tend- 
ency in some lines in which a moderate shortage has de- 
veloped, notably the better known brands of sheetings, 
muslins, and ducks, would be upward but for the fact 
that trade sentiment is strongly against such a reaction. 
Fall lines of woolens have been opened at prices about 40 
per cent lower than last year. 

The security markets continue to be depressed by the 
close credit situation and the unsettlement in Europe. 
The needs of corporations for new financing have pressed 
on the market many new issues, bringing about a state 
of oversupply. This has held back any improvement in 
even the highest grade investment securities. Liberty 
bonds, now selling at prices to yield the investor 4.6 to 
5.8 per cent, are regarded by conservative observers as 
offering an exceptional opportunity for the safe place- 
ment of funds at a good return, and in addition as pre- 
senting the possibility of a substantial profit from an 
increase in price as the result of refunding operations 
of the government. These are believed to be in contem- 
plation, although they may not be undertaken until just 
before the maturity of the Victory note issues. Some of 
the best new issues of railroad and utility corporations 
afford chances for the investment of funds at a yield of 
6.5 to 7.25 per cent for ten to twenty-five years, a term 
which seems reasonably sure to carry the investment over 
a number of years of interest rates much lower than those 
now prevailing. 

Labor conditions are causing no trouble except in the 
railroad and building fields. In most industries wage 


reductions are being aecepted willingly, and in some, re- 
sumption of operations is reported. The railroads, with 
traffic reduced, are cutting down working forces, and 
are taking decisive measures to bring about a modification 
of wage scales. Building operations are at very low ebb 
and there are no indications of progress toward a settle- 
ment of the differences between contractors and the labor 
unions. There have been further reductions in prices of 
materials, of which lumber, now off 40 or 50 per cent 
from war levels, shows the greatest downward revision; 
but brick quotations are maintained and steel has been 
lowered but little. In the aggregate, costs are not mate- 
rially reduced, with labor holding out for $1.25 an hour 
and the prospect for extensive construction work in the 
spring is not encouraging, despite the desperate housing 
needs. 

The decline in food prices continues. A drop of 3 per 
cent in January as compared with December is shown in 
the latest statistics of the Department of Labor, and since 
then there have been further reductions. In these statis- 
tics twenty-seven of the forty-four articles on which 
prices are reported show decreases, of which the following 
were the greatest: fresh eggs, 14 per cent; lard, 13 per 
cent; rice, 10 per cent; sugar, 8 per cent. Articles which 
increased in price included pork chops and cabbage, 9 
per cent; lamb, 4 per cent; rib roast, 3 per cent; sirloin 
and round steak, chuck roast, plate beef, and flour, 2 
per cent. . 

In the last month potatoes have advanced from the low 
of around $1.00 a bushel, to $1.20 or $1.35. In the same 
time the sugar market has been steadied by the perfecting 
of an arrangement for centralized marketing of the Cuban 
crop, and the whole price has advanced to eight cents a 
pound, compared with a low of 6.65 cents a few weeks ago. 
On the other hand, butter is about five cents a pound 
cheaper and the market has been weakened by extensive 
importations, while fresh eggs are six to eight cents 
cheaper because of increased supplies due to mild weather. 
Cereals have been brought more into line with the drastic 
declines of the last six months in prices of all the impor- 
tant grains, and now show substantial reductions from 
last year’s high figures, particularly for bulk goods. 
Foods as a whole have receded to the approximate level 
of February, 1917. 

House furnishings are still 25 per cent higher than 
when the armistice was signed. There are few articles 
in which downward revision has made less progress than 
beds and similar furniture. The fact that steel prices 
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were maintained long after material reductions were made 
in almost everything else accounts in part for this fact; 
but conditions are only a little better in manufactures of 
wood. Bedding, outings, and other cotton products have 
come down materially with the drop in raw cotton, and 
any change in the near future seems more likely to be in 
the direction of firmness than weakness. 

Drug prices have been further reduced, and in some 
cases represent values below production costs. This is 
shown by the fact that some resale offerings are being 
taken by producers. Acetanilid is a case in point. Po- 
tassium iodid is down to $2.60 a pound. Quinin is firmer 
around seventy to seventy-two cents. In the bismuth 
group a reduction of thirty to forty cents a pound has 
followed a sharp break of seventy-five cents in metallic 
bismuth. Ether is steady at twenty-five to twenty-six 
cents. Absorbent cotton and gauze have steadied after 
two drops of 10 per cent each since the first of the year 
under the influence of offerings of war department sur- 
plus supplies. 

Crude rubber recently touched the lowest price of the 
season, with smoked ribbed sheets at sixteen and a half 
cents. Since then there has been a recovery to eighteen 
cents, but the movement is small and buyers show little 
interest. The reduction in the price of crude rubber has 
not as yet been reflected by any considerable reduction in 
the price of rubber sundries used in hospitals. 

Paint and varnish prices are pretty well held, in spite 
of the fact that demand is very slow because of the small 
amount of new building. The principal market weakness 
is noticeable in raw materials, especially linseed oil, which 
is quoted at sixty-nine to seventy-two cents, wholesale; 
white lead thirteen cents, and red lead fourteen to fif- 
teen cents. 

In spite of the mild winter and the abundance of sup- 
plies, the coal consumer has derived little benefit in the 
way of cheaper fuel. Production has been curtailed to 
about 50 per cent, and prices have been maintained with 
the exception of occasional weakness caused by distress 
selling of coal. This has been principally in steam grades 
and has not affected domestic coal. There seems little 
reason to doubt that these conditions will continue, and 
any material reduction later in the season is not to be 
expected. The usual placing of spring contracts, there- 
fore, probably will be advantageous. Labor costs are not 
likely to be lowered, nor are freight rates; and an increase 
in industrial demand, which is likely to come at any time, 
would soon bring about a condition of short supplies and 
perhaps a return to delayed deliveries. 


SAFEGUARD YOUR HOSPITAL WITH AN 
EMERGENCY LIGHT CABINET 


The management of the Monticello Hotel, Norfolk, Va., 
has recently devised an emergency light cabinet that 
should appeal to all institution executives. 


The cabinet 
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as made for the Monticello Hotel, matches the surround- 
ing wood trim and is divided into compartments, in which 
are kept electric lanterns, candle sticks, candles, and 
matches. The cabinet as made for them is forty-seven 
inches long, fifteen inches high and nine and one-half 
inches deep. 

Modern hospitals, whether generating their own light- 
ing power or purchasing it from a service plant, do not 
often require emergency light. There are times, however, 
in the experience of all hospitals when a temporary fail- 
ing of all of the ordinary sources of light makes a lan- 
tern or candle an extremely useful article. At such times 
it is very important that the emergency lighting equip- 
ment be instantly available, and the cabinet as suggested 
would insure this emergency safeguard. 


AN ELECTRIC EGG BEATER AND LIGHT 
MIXER 


For some time there has been a need for an electric 
mixer or egg beater of small size to take care of the 
lighter operations not requiring the use of the large 
mixing machines, particularly in smaller hospitals. A 
new device recently introduced seems to fill this need. It 
consists of a double whip.of the well known Dover type 
to which is attached a small electric motor. The outfit 





is light and easily handled and should be very useful 
in the preparation of light batters, such as waffles, sponge 
cake, omelets, fritters, griddle cakes, soufflé, sauces, icings, 
and innumerable other cooking recipes where thorough 
mixing or beating is required. Naturally, this electric 
egg beater will not take the place of heavy duty machines, 
but rather fills the gap in making small batters, desserts, 
etc. The complete outfit weighs but two and 
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three-fourths pounds, and is manufactured in 
two sizes, one for distinctly household or diet 
kitchen use, and the larger or commercial size, 
with seven inch blades, suitable for hospital 
| requirements. 

This new mixer should find a place in ward 
or diet kitchens as well as the general kitchens 
of many institutions. 


Physiological experiment on animals is justi- 
fiable for real investigation, but not for mere 
damnable and detestable curiosity —Darwin. 
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REDUCING INSTITUTIONAL FOOD COSTS 


By MARGARET HOOKER, Domestic ScIENCE SUPERVISOR, STATE SCHOOL FOR GIRLS, ADRIAN, MICH. 


T= reducing of institutional food costs, naturally, be- 

gins with the purchase of food materials. It isn’t 
always wise to buy at random at any time or place that 
materials are the cheapest. 

The time to buy food is a difficult problem at present, 
for we do not know whether this steady decline in prices 
is going to continue or not. However, when prices do 
come down to a place where it is almost certain they 
cannot get any farther, it would not be a bad idea to 
lay in a large stock of staple goods. Eggs, of course, 
should be bought in the spring and kept in cold storage. 
The best time to buy butter is between May and July, 
this also may be kept in cold storage. The tuber vege- 
tables, as potatoes, carrots, beets, turnips, and cabbages, 
should be bought in the late fall and kept in a root cellar 
for the winter months. If the institution has facilities 
for canning it is well to preserve as many summer fruits 
and vegetables as possible. 

The place to buy foodstuffs is very important. If a 
good miller is in your locality, buy flour of him in pref- 
erence to a wholesaler, as he will give you just as low 
a price, if not lower, than the wholesaler, minus freight 
charges. A protection against the fluctuating prices is 
the fact that flour is usually contracted for. This method 
of buying can be practiced with nearly all other com- 
modities. In buying goods this way, the purchaser may 
become acquainted with the kind of goods he is buying. 
He can at any time go into the mill or cannery and look 
over the raw materials and also know the method of 
preparation. 

Perhaps the highest paid and nipst competent help is 
always placed in the kitchens in any large institution, 
for upon them rests the welfare of all persons concerned. 
The thorough and correct preparation of food, avoiding 
all unnecessary waste, is of utmost importance. And 
along with this comes the proper use of left-overs, which 
is an art in itself. 

When labor is high, sometimes it is best to buy food 
which is already prepared, or requires little labor to 
prepare. The most striking example is bakery goods. If 
there is a bakery in your locality, it would be well, after 
becoming thoroughly acquainted with its kitchens, type of 
help, and sanitary conditions, to contract for its goods. 

The points in this and future articles will be familiar 
to those who are in this particular line of work, but 
oftentimes some of the seemingly small details in insti- 
tutional food problems are neglected. The series of arti- 
cles on this subject will attempt to deal with the various 
kinds of food as shown in the following outline, taking 
them up from the points of view indicated in I-VI. 

I. When and where to buy foodstuffs. 

II. Selection. 

III. Storage. 

IV. Careful preparation. 

V. Uses of left-overs. 
VI. Buying prepared foods vs. the raw product. 
Classification of Foods 
I. Fresh foods: 
A. Meats, poultry, smoked meats. 
B. Creamery products, butter, eggs, cheese, butter 
substitutes, milk. 
*This is the first of a series of articles by Miss Hooker, on “Re- 


ducing Institutional Food Costs,” which will appear in THE MODERN 
HOSPITAL. 


C. Perishable fruits and vegetables. 
D. Tubers. 
. Staple foods: 
A. Package goods. 
B. Bulk goods. 
C. Canned goods. 
D. Dried fruits and vegetables. 


Beef Probably Cheapest Meat 


In purchasing meat for a large group of persons, beef 
is perhaps cheaper and more easily utilized than any 
other kind. 

The United States Government found it necessary in 
1906 to pass a law that all meat sold in interstate or for- 
eign commerce should be examined by Federal authorities. 
Meat, of all foods, is the one most subject to conditions 
making it unwholesome or even dangerous. For this 
reason you should look for the stamp which reads “In- 
spected and Passed,” and which is very evident on all 
meat that has come up to the conditions required. If 
buying from a small retailer or farmer, ask for his cer- 
tificate, which he Should have before selling any meat. 

If such a large quantity can be used, buy a side of beef 
at a time or a fore or hind quarter. The fore quarter is 
of course the cheaper. The beef should be firm and of a fine 
grained texture. It should be a good red color and well 
mottled with fat, which should be firm and a creamy 
white color. The accompanying suet should be dry and 
should crumble easily. 

Have an experienced person to cut up the beef and see 
that the cuts of beef are used where they are most needed. 
For example, don’t send a choice rib roast to a depart- 
ment where a part of the chuck could be used just as 
satisfactorily. The same is true in buying, if the beef 
is not bought in the large quantity, order from the butcher 
a cheaper cut when it can be utilized just as well as some 
more expensive one. Be sure that the porterhouse steaks 
are going to be used for what they were intended, and 
not to be pounded and ground with extra seasonings, as 
there are enough of the tougher cuts for this purpose. 

In buying beef in this manner you can get it at an 
average cost, and if a contract is let, there will in time 
be a large saving. 

Keep the beef in a room about forty degrees Fahren- 
heit, or even lower. After it has been cut up, sort, keep- 
ing the soup bones, steaks and so on, in separate pans or 
compartments. Have a set of scales to weigh the meat 
so that accurate account of it may be kept, and also 
what kind is sent to each department. If there is just the 
one kitchen, the statements from the butcher will usually 
serve the purpose. 

Careful preparation of beef is of the utmost importance. 
There are two general classes of meat, the tough and the 
tender. The tough cuts are as nutritious as the tender, 
but it requires more skill to make them palatable. The 
meat juices should be retained in the beef, unless it is 
desired to extract them for soups. This is accomplished 
by searing over the surface at the beginning of the cook- 
ing period. The searing may be done in several ways, but 
the usual method is by plunging the meat into hot water, 
or by placing it directly over the flame on the top of the 
stove. Always wipe the surface of the meat with a damp- 
ened cloth, never wash it under the faucet. 
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The tender cuts are porterhouse, sirloin, cross-cut of 
rump, and the second and third round steaks. Steaks are 
usually cut from one to two inches in thickness. Intense 
heat is needed for broiling. After the meat has been 
quickly seared, the temperature should be lowered during 
the remainder of the cooking. Avoid turning the meat 
too often or piercing it with a fork, as the juices are 
lost in this way. The best cuts for roasting are the rump, 
the first three ribs, and the middle of the sirloin. Sear 
each side of the roast under a flame, add seasoning and 
finish the cooking at a lower temperature. Roasting 
meat is usually accomplished by placing it in a roaster 
and baking in the oven. For rare meats, do not place 
cover on roaster; well done roasts may be cooked in an 
open roaster, basting every ten minutes. The length of 
time for roasting depends upon the weight of the roast, 
usually about twelve to fifteen minutes to the pound. 
The tougher cuts contain more edible portions than 
the tender cuts, but are not so palatable. One way by 
which a tough cut may be made more tender is by rub- 
bing it with a small amount of baking soda, vinegar, or 
lemon juice and allowing it to stand one-half hour before 
oroiling; this is best practiced in the case of tough round 
steak. Other ways are by long, slow cooking in a moist 
temperature, and by pounding with a sharp instrument 
to break down the fibers. In using the tough cuts for 


stew, sear the meat after it has been cut up in small 
pieces, then plunge into hot water for long, slow cooking. 
The tougher roasts, average weight about four to six 





THE MODERN HOSPITAL 





369 





pounds, should first be seared in a frying pan, then placed 
in a sauce pan, with one cup of boiling water, covered 
closely and cooked slowly until tender. Only enough 
water should be added to keep the meat from burning. 
Season it when nearly done, and add water to remaining 
drippings and thicken as desired. 

The parts of the beef best used for soup making are, 
knuckles from the round and fore shank, middle cut and 
hock on the hind shank, the middle cut and end of the 
fore shank. Left-over meat, such as tough ends of steaks, 
or meat that has been previously cooked but not utilized 
in any way, can always go into the soup kettle. Be care- 
ful, especially when cooking in large quantities, about 
what goes into the soup kettle, as the repeated heating 
and cooling of the meat and broth furnish excellent con- 
ditions for the growth of harmful bacteria. Soups made 
from meat obtain their flavor from the meat extractives, 
which are stimulating but have almost no food value. 
The meat left from soup making is tasteless, but still 
retains by far the greatest part of the food value. 

To make soup, wipe the meat with a damp cloth, cut 
it in pieces and crack the bones. Place the meat, bones, 
marrow, and sometimes left-over ham or bacon, in a large 
kettle with a close fitting cover. Add one pint to one 
quart of cold water to each pound of meat, depending on 
the richness of the soup desired, allow this to stand one- 
half hour, then heat very slowly to the boiling point, 
add salt and other seasonings. The soup should simmer 
slowly from three to. eight hours. If vegetables are to 
be added, don’t allow them to cook too 
long, as long cooking destroys their 
flavor. 

Other additions to soup are noodles, 
rice, macaroni, and pearl barley. If 
the stock is not to be used immediately, 
do not remove the fat, which will form 
in a hard layer on the top and act as 
a preservative. To remove the fat, if 
the stock is to be used at that time, 
skim as much as possible off of the top 
with a skimmer, and the rest with a 
piece of ice wrapped in a cloth, the 
fat will readily adhere to the cloth. A 
good color in soup is due to browning 
some of the meat before adding it to 
the stock. Some other uses for soup 
stock are, seasonings for meats, sauces 
and gravies, aspic jelly for salads, and 
vegetable casserole dishes. 

There is always bound to be left-over 
meat, such as the extra allowance which 
was cooked but which it was not neces- 
sary to serve. Meat which has been 
cooked too long is not very healthful, 
so in making left-over dishes a thorough 
heating is all that is needed. To prepare 
meat, it should be ground fine or sliced 
very thin. Some of the best uses for left- 
over meat are casserole dishes, usually 
with an addition of some carbohydrate 
food, croquettes, meat loaf, meat or 
cottage pie, minced on toast, warmed 
in gravy, salad, soufflé, hash, scalloped, 
and creamed on toast. With a little 
skill and practice, these dishes can be 
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fat, also a large amount of suet and trimmings from 
the steaks and other cuts. These may be collected and 
melted in a large kettle. Some fats have a higher melting 
point than others, but this will not make a marked differ- 
ence. If the fat is to be used for cooking, strain through a 
double cloth into another kettle, then pour in some boiling 
water. Allow this to cool, then the fat will rise to the top 
in a large cake, with the impurities on the outside, which 
may be easily scraped off. To remove objectionable fla- 
vors, melt the fat and put in thick slices of potatoes. 
Allow to cook until the potatoes are brown, then strain. 
This fat may be used for deep frying or almost anything 
for which cooking fat is used. Sometimes a pinch of 
baking soda will keep the fat sweet. If it becomes too 
hard it may be mixed with lard or vegetable oils. 

Another excellent use for fat is in soap making. The 
soap made from drippings is far superior to any other 
kind. Dissolve one and one-half pounds of lye in four 
pints of cold water, when it has cooled add it to ten 
pounds of melted fat to which has been added two table- 
spoons of borax and one cup of ammonia. Stir until thick. 
Pour into enamel pans or wooden or pasteboard boxes 
lined with oiled paper. Do not use tin pans. Cut into 
bars as soon as it is hard enough and set away to harden, 
which will take about a month. 





THE POTTER-BUCKY DIAPHRAGM FOR USE 
WITH X-RAY APPARATUS 


Hospital roentgenologists will undoubtedly be interested 
in the Potter-Bucky Diaphragm which is one of the new- 
est improvements in x-ray apparatus. This device depends 
on a screen or grid which intercepts the fog-producing 
secondary rays. This grid, traveling between the patient’s 
body and the x-ray plate prevents this secondary radi- 
ation from the patient’s body from reaching the plate. As 











a result, extreme detail is secured even in the heavier 
parts of the body. 

The success of the Potter-Bucky Diaphragm depends 
upon extremely fine mechanical construction in order to 
secure proper results, 4s the principle involved requires 
that every portion of the sensitized plate should be covered 
by the component parts of the grid for an equal length 
of time. 

This is considered the greatest advance in x-ray appa- 
ratus in many years. The outfit can be placed on any 
table or is easily carried about the hospital. 





MODEL CONVEYOR KEEPS FOOD HOT 


A new model of an already established type of food 
conveyor has been recently placed on the market and has 
many points of superiority over similar conveyors. 

The principle of this new food conveyor is thermostatic, 
the same principle as the fireless cooker and heat retain- 
ing bottles. It provides a number of separate containers 
so perfected as to retain the temperature, either hot or 
cold, in the food to be served. It enables food to be 


transported from the central kitchen to the ward and 
there served, without loss of flavor or temperature. 
The new model food conveyor is mounted on a strong, 
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easy running, quiet truck. The wheels are pressed steel, 
ball-bearing, rubber-tired, and mounted on ball-bearing 
swivel forks. The heavy angle steel frame is rigid and 
the entire outfit is constructed so as to give the most 
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satisfactory service possible. With this food conveyor 
one attendant can easily transport food for from forty 
to eighty patients. 


HAVE YOU A RACK FOR YOUR NAPKINS? 


Every institution executive has experienced the confu- 
sion that exists in dining rooms where napkins are not 
This confusion results frequently 


properly distributed. 
in an undue usage 
of clean napkins. 
Furthermore, nap- 
kins when soiled 
should not be 
brought in contact 
with each other. To 
overcome these ob- 
jections, there has 
been recently de- 
signed a_ sanitary 
napkin rack for in- 
stitution dining and 


service rooms. The 
rack is made of 
steel, white enam- 


eled, and has a name 
plate for each com- 
partment. These 
cabinet can be made 
in any size desired and, while particularly useful in 
nurses’ dinings rooms and cafeterias, are also used in the 
service rooms of larger institutions. 
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HANDLING YOUR MILK SUPPLY 


One of the most valuable articles of food that we have 
in a hospital is milk, and in all probability it receives less 
serious consideration as to its handling than almost any 
other commodity in the dietary department. The poten- 
tiality for contamination is greater probably than in most 
other commodities, and still there are not the safeguards 
thrown around its handling that there should be. 

The source of our milk supply is a subject that is 
worthy of very serious consideration by our hospitals. Not 
only should we know that it comes from clean herds, but 
we should know how old it is when it comes to us, and 
also its basic make-up. It is of sufficient importance, as 
I see it, to check this milk supply as part of the routine, 
as often as may be indicated. This should be done not 
only from a standpoint of obligation to our patients, but 
also from a purely business standpoint. If our contract 
with the vendor of milk provides for a 4 per cent butter 
fat milk and a 20 per cent butter fat cream, and we are 
only getting 16 per cent of cream and 3 per cent of milk, 
we are paying for something that we are not getting. 
These milk tests are comparatively simple and can be done 
by the hospital laboratory. 

Unquestionably the fresher the milk, the less need for 
sterilization, but with the best of milk and the best of 
sterilization, if the subsequent handling from the farm to 
the hospital is not proper, you will get a contaminated 
supply at the hospital. There has been tried out in sev- 
eral hospitals, the installation of small pasteurization out- 
fits, and the purchase of raw milk from nearby farms. 
This has worked very advantageously. With such a pas- 
teurizer, and possibly a small bottling machine, the hos- 
pital can furnish to its wards bottled milk, which unques- 
tionably is the ideal way to dispense it. However, the 
difference in cost as between bulk milk and bottled milk 
is so great, when purchased from milk supply houses, and 
~ the cost of bottle breakage is so high, that in most in- 
stances, without such a pasteurization outfit in the hos- 
pital, it is almost prohibitive. 

If we cannot obtain the ideal, we certainly should 
approach that ideal as nearly as possible. How many of 


Cross section of milk urn showing float that insures definite percentage 
of “top milk” in each glass. 


us have seen a can of bulk milk opened in a kitchen and a 
dipper used to dip it out, which after being used was laid 
down on a dirty or semi-dirty table, close to the can of 


milk? How many of us have watched the content of the 


THE MODERN HOSPITAL 


371 


first glass of milk that has come out of that can, and the 
content of the last glass and have seen the extreme vari- 
ance in food content in the two? How many of us are 
satisfied with the receptacle with which we dispense our 
milk, and what assurance have we that these dispensers 
guard the cleanliness of it after leaving the source of 
supply? 

If we cannot have bottled milk, which I believe is the 
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Sanitary milk and cream urn. 


ideal way of dispensing, then we certainly ought to get 
a receptacle that will reduce contamination to the mini- 
mum. One of the best methods of doing this is a device 
on the market with a mixing valve, that insures the mini- 
mum of variance in butter fat as between the first and 
the last glass of milk drawn. The average milk urn on 
the market does not do this. A series of laboratory tests 
extending over a period of three weeks in the practical 
application of milk urns shows in an ordinary urn a vari- 
ance from 20 per cent to 90 per cent, dependent upon the 
length of time that the milk stands in the urn, as between 
the first glass and the last glass of milk drawn. The 
last glass of milk invariably has by far the largest butter 
fat content. As a matter of fact the last glass almost 
invariably, in the ordinary urn, is pure cream. In the 
urn with this special valve the difference in butter fat 
content between the first and the last glass drawn was 
less than one-tenth of one per cent. 

While the initial equipment of the hospital with such 
urns is rather expensive, the results obtained surely 
justify the cost. The urn is heavily insulated and pro- 
vided with an ice chamber, so that the milk can be kept 
cool. It is also equipped with a locking device, so that 
there is no possibility of pilfering, and it has proven very 
satisfactory to have these urns used as dispensers for 
each individual ward in the hospital, locking them when 
they are filled with milk, and placing them in the diet 
kitchen on the ward, furnishing the milk supply of the 
ward from it. In this way the chances of contamination 
are reduced to a minimum, provided, of course, that the 
original supply is clean; and the possibility of getting a 
uniform distribution of butter fat throughout the supply 
of milk is greater. All in all it is much more satisfactory 
than the method in vogue in a great many of our insti- 
tutions. 
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_ is a bond of sympathy and understanding be- to present their patients with well thought out problems 


tween the invalid and the child. Something of common 
helplessness and dependence accounts for it, perhaps. 
Certainly the grown man may become as a child in the 
face of great weakness and physical suffering. Like a 
child, he finds interest and delight in diversions and occu- 
pations which would perhaps bore him or seem beneath 
his dignity in health, but which at least speed the days 
of convalescence. On the other hand, the child, sick or 
well, mimics maturity and develops his faculties through 
play and work, which are much the same to him unless 
he happens to be one of the unfortunate children doomed 
to early drudgery. 

As it happens, one of the most important kinds of pre- 
scribed work for invalids, adult or child, is toy making, 
and here the bond is very close. I have been deeply 
touched many times by the evident delight which sober 
grown-ups take in the construction of toys. This pleas- 
ure means more than appears on the surface and I am 
sure we do better than we know when we bring the gentle 
art of toy making into the wards of the city hospitals or 
into the homes where childhood has ceased to exert its 
humanizing influence. 

Occupational therapy as a rule aims only to restore con- 
fidence and physical functions so that further progress 
may be made. If we can combine with this desirable 
result a real pleasure and recreation, so much the better. 
But toy making has even more to recommend it as an 
occupation for convalescents and the chronically ill. It 
is a good business proposition if properly conducted, and 
every well made toy has a market value. 

Commercialism in occupational therapy is as bad as the 
cart before the horse, as awkward and unserviceable. 
The cry against it is fully justified: the very name “occu- 
pational therapy” means treatment by means of pre- 
scribed occupation. It is better for a demented patient 
to thread shoe buttons on a string only to take them off 
again and repeat the process, than it is for him to remain 
in complete idleness. But the dictum “the better the 
work, the better the ther- 
apeutic effect” is not to ke 
denied. More and more 
the occupational therapy 
aides will find it desirable 










from the material as well as the medical point of view. 

In the hospitals, in ‘the presence of acute illness and 
precarious convalescence, the greatest care must be exer- 
cised lest we burden the patient with work too heavy for 
him, or overexcite him with the prospect of money re- 
turn. Even here it should be possible to get good material 
results. But in home service occupational therapy and 
in the work among chronic invalids we have a wonderful 
opportunity to develop a system of handicapped labor 
which will go a long way toward supporting itself, and 
which will bring an adequate and in every way desirable 
money return to the workers. 

The idea of money return for handicapped labor is not 
without precedent. Much has been done along this line 
in the industries for the blind and among cripples. No- 
where, it seems to the writer, has business planning and 
careful design accomplished all that should be accom- 
plished for the handicapped, or toward the support of the 
system. 

This is the responsibility of the occupational therapy 
aides and directors: that they give to occupational ther- 
apy and its inseparable accompaniment of handicapped 
labor for money gain, the same kind of judgment and 
control which would be accorded to any business project. 
If we do not, we lose one of our most potent therapeutic 
resources and at the same time miss our opportunity to 
make occupational therapy a self-supporting or partially 
self-supporting proposition. 

Anyone acquainted with business knows that the man- 
ufacturers put out lines which are failures because of 
failure in imagination and in the psychology of style. 
Every store buyer is offered these wares and every intel- 
ligent buyer refuses them. We must use for the benefit 
of the handicapped, imagination, and the psychology of 
style. Fortunately for our system, we can have the coop- 
eration and intelligence of the aides and their advisors, 
an aggregate of intelligence and understanding which no 
other manufacturing system can hope to command. For 
advertising we have our 
philanthropic relation- 
ships, a close and sym- 
pathetic touch with the 
| best buying public. For 
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selling agencies we have the regular trade, which will not 
be slow in absorbing a good product. We shall also have 
before long, combinations of buying and selling bureaus 
for occupational therapy, like the one now starting in 
Boston for the wholesale purchase of supplies and the 
final marketing of manufactured articles. If now we have 
the right goods to offer, the cycle is complete. 

In toy making, design is everything. Without it, the 
handicapped workers will labor in vain, and discour- 
agement will soon destroy all therapeutic or medical 
gains. 

If we go about it in the right way we can command 
the services of the best designers in this country and 
abroad. The advantages which we attain for one group 
of workers can be passed on for the benefit of all. We 
need more than anything else in occupational therapy at 
the present time, the services of a traveling agent or 
director who has the training and the imagination to pick 
up good ideas in our own and foreign markets; one who 
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need not copy but who can adapt ideas, old and new, to 
the requirements of occupational therapy and handicapped 
labor. 

In toy making there is at the present time a great 
dearth of new ideas, and some of the old lines which are 
still good have been dropped. A visit to the toy shops in 
any of our cities will reveal this poverty of ideas. Fortu- 
nately or unfortunately, toy design is a very special field. 
The average designer, qualified in other lines, is helpless 
and hopeless here. Toy making is open to us, and the 
handicapped worker has a great advantage, for he can 
command, or should command, the services of those few 
designers who are qualified for this work. 

We have barely touched upon the posibilities of this 
great field. When the occupations which are offered to 
invalids have narrowed down to the few which are desir- 
able from every point of view, the writer ventures to pre- 
dict that toy making will stand near the head if not 
actually at the head of the list. 


AS CURATIVE INDUSTRY* 


OR about a year now there has been in operation at 

Marblehead, Mass., an experimental workshop or labor- 
atory for the study and development of wooden toy mak- 
ing. The project is maintained wholly in the interests 
of occupational therapy. The expenses are guaranteed 
by Miss Anne Hampton Barnes, a member of the National 
Society for the Promotion of Occupational Therapy, the 
chief designer is Mr. Philip von Saltza, and the shop is 
under the direction of Dr. Herbert J. Hall. At the last 
meeting of the board of managers of the National Society 
it was voted to give the 


possess humor or they do not appeal to the adult pur- 
chaser, even if they ‘do to the child. Wooden toys must, 
whenever possible, have moving parts for the satisfac- 
tion of the child and they should allow of some con- 
structive, imaginative use if they are intended for older 
children. 

Successful wood painting and finishing is not a matter 
of chance, but good technic and good results are quite 
possible for the handicapped worker if tested materials 
and approved methods are used. 

It is manifestly unlikely 





Medical Workshop official 
sanction and to place it un- 
der the supervision of the 
committee on research and 
efficiency, of which Mr. 
Thomas B. Kidner of New 
York City is the chairman. 

Those who are respon- 
sible for this Medical Work- 
shop believe that wooden 
toy making is one of the 
very best of the occupa- 
tional therapy lines and 
that, properly carried out, 
the industry possesses the 
necessary medical or recon- 
structive values, and at the 








that the average patient 
will succeed in producing 
adequate wooden toys un- 
less he is directed step by 
step and unless the prelim- 
inary work, the part which 
is too heavy or too techni- 
cal, is done for him before- 
hand. 

Unfortunately, the busy 
aide is rarely able to give 
to this subject the neces- 
sary time and thought. The 
Medical Workshop proposes 
to fill this gap as far as 
possible and to provide for 
occupational therapy in the 
hospitals, the sanatoriums, 
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same time assures an ade- 
quate money return to the 
patient or for the support 
of the system. But success- 
ful wooden toy making is not so simple as it looks. De- 
sign is everything. A poorly designed toy will always be 
disappointing and discouraging to the patient, it will 
have only a sentimental or fictitious value. It is neces- 
sary to simplify and conventionalize the design, for not 
one handicapped worker in thousands can cut or paint 
successfully an elaborate and naturalistic toy. The ele- 
ment of caricature is important, for such objects must 


New York City. 


*Reprinted from the Re-Aides Post, 





The Medical Workshop, Marblehead, 
fine old house is devoted to the manufacture of 
wooden toys for hospital and sanatorium use. 


and the homes of patients 
the necessary materials 
manufactured up to the 
point where the slow process of assembling, smooth- 
ing, painting, and varnishing can be successfully car- 
ried on. 

During the first year the shop has developed a consider- 
able line of “rough-hewn” or unfinished toys which have 
been used, with very satisfactory results, in many hos- 
pitals. These “rough-hewn” toys are blocked out by 
machinery in large quantities so that they may be sold 
to hospitals, individual occupational workers, or hospital 
patients at a price which makes possible a_ sub- 


The upper floor of the 
“rough hewn” 


Mass. 
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stantial profit when the finished product goes to market. 

The Medical Workshop sells its own finished models as 
well as the “rough-hewn” parts. It does this partly for 
the purpose of supplying good working models for the 
patient, and partly for the purpose of testing in the actual 
market the popularity of the toys, so that it may be con- 
fidently said to the occupational therapy departments of 
the hospitals, “These toys have not only a therapeutic 
value, but also sale value.” The director of the shop is 
inclined to discourage “commercialism” in the hospital 
wards, but believes that a money value is also a thera- 
peutic value if the matter is handled so that the patient 
works carefully on prescribed time, and receives only a 
fair reward for his labors. 

Any occupational therapy aide who wishes to work in 
the toy shop at Marblehead is welcome to do so at any 
time. It is possible to learn in this way something about 
quantity production and certain matters of technic in 
wood finish which might be acquired with greater diffi- 
culty under less favorable conditions. No charge will 
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be made for instructions and only a cost charge for 
materials used. It costs from $25.00 to $35.00 a week 
to live comfortably in Marblehead, but an experienced 
aide should be able to learn all she needs to know about 
the toys in a few days. 

The Medical Workshop is not conducted for profit. Any 
money returns from the work, over and above the cost 
of maintenance, salaries, etc., will be turned back into 
the plant for the extension of service and for the future 
development of new departments. 

That no person may hope to supply all the ideas which 
can be effectively used in toy making for invalids is 
readily realized. The Medical Workshop is therefore very 
glad to receive suggestions and will pay a reasonable 
price for submitted designs that can be used. The con- 
fidence and cooperation of occupational therapy workers 
everywhere is desired. 

Price lists and literature will be sent on application. 
Address the Medical Workshop, 69 Pleasant Street, Mar- 
blehead, Mass. 








OYMAKING and the weaving of homespun cloths have 
succeeded well in England not only as occupational ther- 
apy for disabled soldiers and sailors, but as peasant indus- 
tries. In the Lord Roberts Memorial Work- 


WONDER-WORKING TOYS 









infrequently give their babies diminutive facts to play 
with, the poor, the meek, who are to inherit the kingdom, 


have only symbols of earth and heaven to give theirs. 


Whom shall we pity? 





shops in several cities, they are employing many 
crippled soldiers in the manufacture of toys. 
At Stone Hedge and many other places, weav- 
ing is successful. 

Following are some excerpts from articles by 
Mrs. Godfrey Blount, published in pamphlets by 
the Vineyard Press, London. Mrs. Blount’s 
writing contains the senti- 
ment without sentimental- 
ity which lifts occupational 
therapy and handicapped 
labor above the ordinary, 
and gives it the appeal 
which is its right. 

“But the toys themselves, 
let us consider them a lit- 
tle. To their creation the 
influences of poverty and 
tradition seem necessary, 
and it is the children of the 
poor who have the most real toys. For 
the rich child there are changing fash- 
ions in them, clockwork acrobats to- 
day, phonograph dolls tomorrow, and 
nursery aeroplanes the day after, but 
the child of poverty clasps her rag doll 
to her heart while her brother plays 





























“Shall we begin with the flapper of the baby? 
To us it is a poor joke, but the baby sees the 
point of it, and of its woven rattle, too. It and 
all true toys may be absurd, but their absurdity 
is above, not below, reason. Only untrue toys 
are below reason, such as large, bottle-nosed 
rag policemen, gollowogs, and the like. The 
true ones are either imple- 
ments of sport, imitations 
of lovely or useful fact, or 
pure symbols of imagina- 








tion, and, of course, the 
three kinds overlap.” 

é And this from the same 
source: 


“A philanthropic million- 
aire was watching a little 
girl weaving in a _ public 
exhibition not long since, 
and—mechanical speed and 
high pay embodying for him the high- 
est good!—he remarked compassion- 
ately, ‘Well, God help the poor crea- 
tures that have to make a living at 








that!’ 
“*Yes, He does!’ said the little 
weaver, surprised at his simplicity. 








with the almost elemen- 
tal monkey on a_-_6 stick. 
These two frail symbols and 
their like belong to Fairy- 
land; they are unreal and 
suggestive; furnished with 
them, the child learns to 
live in this world of fact 
because they hold the door open into the other world, the 
world of imagination. If that door were shut, childhood 
would die, and the nursery would have a population of 
pigmy men and women. So while the rich people not 





The rolling toy, made at the Medical Workshop, Marblehead, is a 
desirable type of toy capable of many variations. 
like insect at the top was made by a crippled child in England, 
it is simple jigsawing and painting. 
comes rough hewn from Marblehead, is the revival of an old idea. 
A recent round of the New York City toy shops failed to discover 
any of these delightful contraptions. 
of Russian peasant carving, too difficult for the average worker, 
but possible where special talent exists. 





Doubtless, had the philan- 
thropist lingered long 
enough to discuss the mat- 
ter, he would have asked, 
‘Well, allowing that it is 
worth a girl’s while to 
weave for you, how is she 
when busy in her own home 


The mosquito- 


The jack-in-the-box, which 


The wistful cow is a piece 


ever to find time to weave for herself?’ 


“Let this story answer him. In a remote Sussex vil- 


lage lives a young girl, trained in our industries, whose 
father is a small farmer, baker, and miller. 


The mother 
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This take-down farm was designed specially for home service occupa- 
tional therapy. The parts are light, easily carried about by the 
workers. The color scheme is simple. The fence, which is made 
of dowel pins, takes down and is capable of extension in any 
direction. The shed is made in detachable sections. The whole 
farm packs flat, a very desirable space saving quality. 


is a very busy woman, constantly called into the little 
shop; and this, the eldest daughter, must help with the 
cooking and the home work generally. And yet on Christ- 
mas Day last she gave her father a suit length of tweed, 
which she had spun, dyed, and woven herself. Now she is 
making a dress for her mother, and clothes for brothers 
and sisters are to follow. All this, be it remembered, is 
done in the spare time of a busy, dutiful life, in which, 
as a Highland woman once said to us, ‘She has a great 
deal to do all amongst everything, indeed!’ She has a 
little workroom where, with loom and wheel and the 
fleeces from her father’s South Down sheep, she sits and 
works wonders like any little princess in a fairy tale! 
“Now, what we are doing in this Wheel and Spindle 
Club, others, with proper instruction and no very great 
outlay, can begin elsewhere. The work is excellently well 
worth doing, and for these reasons: it makes for happi- 
ness and goodness, and is part of the thrift—not the dull 
hoarding kind, but the happy and fruitful usage of odd 
time and material—which has always been characteristic 
of the best peasant life. To give a little girl the use of 
her hands is to bring a disinherited princess back into 
her kingdom. Even in this hurried paper we must give 
two of our most noticeable instances of this. One 
girl of thirteen came to us as a lumpish, ungracious, glum 
looking thing, who had attained the proud average of 
three canings weekly in the village school, and earned 
the character of fighter outside. Within a few weeks she 
was a beaming, helpful worker in the spinning room, the 
fast friend of the nicest girl in the Club, and the school 
canings came to an end. All her faculties seemed to be 
reinvigorated, her whole nature cheered and cleared, her 
desperately damaged self-respect healed, and finally she 
astounded us all by writing a thoughtful essay, in some- 
what Johnsonian English, upon the value of handicraft! 
From a situation where she is now doing very well she 
writes asking to be allowed to go on with her spinning. 
Another, a thin, unsmiling, dutiful child, coming from a 
home so poor that there had never been time or money 
for dolls, became quickly and radiantly unrecognizable 
within the magic spinning circle. In this case, too, the 
mastering of a craft awakened other powers, and straight- 
way from hearing Grimm’s fairy tales read aloud in the 
spinning room, she went home and made a little play of 
“Snowdrop and the Seven Dwarfs’”—acted later to an 
audience of proud parents by the smallest spinners in 
the Club. (How small they were may be judged from the 
fact that Snowdrop talked to the wicked stepmother out 
of the window of a newly built henhouse, the dwarf’s 
house on this occasion!) Perhaps such confirmed country 
cousins as ourselves are prejudiced judges; but to our 
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thinking, Annie’s First Play is ever so much nicer than 
“Fanny’s,” and quite as significant! 

“What, then, is the secret of this influence of handi- 
crafts upon the worker? Surely this, that even in its 
humblest forms, handicraft is creation, and that we, as 
children of the Creator and made in His image, only 
realize what we want and what He means us to be, when 
we are doing creative work. And surely it means, too, 











hat hand work has two sorts of worth, the one utilita- 
rian, manifested in visible, measurable things; the other 
invisible or mystic, and no more to be seen, or weighed 
or measured, than the soul where it works its evident 
miracle.” 





NEWS NOTES 


The Re-Aides’ Post, excellent paper that it is, finds the 
cost of monthly publication excessive and is now consid- 
ering the advisability of changing to the quarterly form. 

In Better Times, for January, appeared an excellent 
article by Edwina Spencer on occupational therapy at 
Montefiore Home, New York. Better Times is well worth 
reading by any occupational therapy teacher. A recent 
editorial note says: “For those who have not the time 
to read dozens of magazines devoted to social service 
work, scores of bulletins of public welfare organizations, 
and hundreds of charity leaflets and annual reports, Bet- 
ter Times epitomizes in this department from such publi- 
cations, important news relative to social progress in New 
York City.” 

Shall the various societies active in the rehabilitation 
movement join hands and form “one big union,” or shall 
they continue to function separately? The trend seems 
to be in favor of separate organization for occupational 
therapy, physiotherapy, social service, etc., so that the 
spirit and individuality of the various types of workers 
may not be lost. Unquestionably, however, there must 
be interlocking committees, and perhaps a general ad- 
visory board made up of members of the various organi- 
zations, so that there may be full cooperation and no 
failure in teamwork. 

At the February meeting of the board of managers of 
the National Society, it was voted that the present board 
of editors of the occupational therapy section of THE 
MODERN HOsPITAL be given the endorsement and support 
of the Society. Among other matters discussed was the 
desirability of a national journal of occupational therapy. 
No one questioned the need of such a journal, but because 
of publication costs, the sentiment of the board was in 
favor of making use as far as possible of the generous 
space offered to occupational therapy in the pages of THE 
MoDERN HospPITAL. Final decision on this important mat- 
ter will have to be deferred until the annual meeting in 
Baltimore, when there will be a full discussion and a vote 
of the Society for or against a special journal. 
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Mr. Charles Edward Barton of Consolation House, Clif- 
ton Springs, N. Y., has recently resigned from the board 
of managers of the National Society for the Promotion 
of Occupational Therapy. The board regretfully accepted 
the resignation, and appointed Mr. T. B. Kidner of New 
York to fill the vacancy for the current year. 

There has been a great deal of discussion during the 
past year in regard to a possible change in name for the 
National Society for the Promotion of Occupational Ther- 
apy. Many of the members feel that the name is cum- 
bersome and that the word “promotion” is no longer ap- 
propriate, since the shoe is now on the other foot and 
occupational therapy is promoting the Society. “Ameri- 
can Occupational Therapy Association” has received fa- 
vorable comment, it is crisper, more to the point, and the 
initials make a good monogram. Ideas on this subject 
will be gladly received by the editors and will be pub- 
lished from time to time in these columns. 

One hundred and forty-two new names have been added 
to the membership roll of the National Society for the 
Promotion of Occupational Therapy since the annual 
meeting last fall. This is encouraging, but the number 
should be nearer five hundred, considering the increasing 
interest in occupational therapy all over the country. If 
the Society is to have the power and influence which will 
make it of the greatest service, we must secure a very 
much larger membership, and that in the near future. 
Membership blanks may be obtained by writing to Mr. 
Louis J. Haas, secretary, Bloomingdale Hospital, White 
Plains, N. Y. Anyone interested in occupational therapy is 
eligible to associate membership, and all teachers or direc- 
tors of occupational therapy should belong to the Society. 


A CHILDREN’S HOSPITAL EPISODE 

At the Children’s Hospital in Boston, Mass., the craft 
of toy making has been started with a part time paid 
director and several volunteers in charge. One of the 
volunteers tells the following story. 

“Coming to the ward one morning, I found that two 
of the boys had been fighting. They were glaring at each 
other across the ward and had to be kept apart by main 
force. I told the boys I would not let them work unless 
they became friends again. They refused the proffered 
truce at first, but soon became so much interested in what 
was going on that they approached the working group 
and forgot each other. Finally I gave them brushes, and 
before the hour was over they were painting out of the 
same dish and had become the best of friends.” 

This is a trivial incident, perhaps, but men are chil- 
dren and children are men. In common interest are the 
elements of peace and contentment. Under the millennial 
influence of occupational therapy and later of absorbing 
work, many a lion and lamb lie down together, many a 
more serious feud finds peaceful solution. 








THE VALUE OF OCCUPATIONAL THERAPY 
IN TUBERCULOSIS 

The great value of occupational therapy in the treat- 
ment of discharged and disabled soldiers has been strik- 
ingly shown in the reports to the surgeon general from 
the government tuberculosis sanatoriums of the United 
States Public Health Service. This occupational therapy, 
consisting in mental work and manual handicraft, for 
curative and recreational purposes, bids fair to play an 
important part in the medical treatment carried on by 
this service. The Public Health Service now operates 


the largest unit engaged in occupational therapy and 
physio-therapy, employing more than three hundred ex- 
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perts, most of whom are women. It has always been a 
problem in the care of tuberculosis to keep the patients 
under treatment for a sufficiently long time. Many of 
the patients, against the advice of their physicians, leave 
the institution within a month of their admission. Ac- 
cording to the Public Health Service report, out of 392 
patients admitted to one sanatorium, 263 took occupational 
therapy and 129 did not; of the patients who did not take 
it, 83 left the hospital against the advice of the physi- 
cians in charge, while of those who did take it, only two 
patients left before it was considered advisable. This is 
a record of less than 1 per cent, as against 65 per cent 
among the former class of patients. 

Dr. Lavinder, who is in charge of the United States 
hospitals for the care of disabled soldiers, said, “Occu- 
pational therapy is one of the latest developments in the 
modern care of patients. It is applicable to all kinds of 
conditions, and is given both for direct, curative action, 
for the improvement of function of muscles and joints, 
as well as for the marked effect in stabilizing the patient 
by increasing the morale. Our results with it have been 
excellent. Occupational therapy is not vocational train- 
ing. In the hospitals of the United States Public Health 
Service occupational therapy is given to bed patients and 
those who are convalescing. When the patients have 
completely convalesced, this form of therapy is succeeded 
by vocational training.” 


OCCUPATIONAL WORK AMONG CHILDREN 


Perhaps the most interesting study made by this sta- 
tion during the past season was that of occupational treat- 
ment applied to twenty children in the pneumonia and 
empyema ward of Boston City Hospital. These children 
were all acutely ill, no one being able to be transferred to 
the convalescent home. Many were operative cases, rang- 
ing from four to twelve years in age. The sickest children 
wished to work, as soon as they had breath enough to 
speak they asked for it. They were given only finger 
muscle work. They treasured these pieces of work, and 
referred afterwards to the days when they could do this 
sort of thing. One said, in talking to a new pneumonia 
case, “You must begin with the very easiest work; we 
did it, and I can show you just how to start; afterward 
you will do harder things.” Ten forms of occupation were 
taught and about one hundred pieces of work finished. 

At the end of the study an exhibit of this work was 
set up at the Children’s Museum, Olmstead Park, Jamaica 
Plain. It attracted much attention from both children 
and adults. 


POVERTY MAKES HOSPITALS NECESSARY 


Income tax returns for the year ending December 31, 
1918, show that approximately four and one-half million 
persons paid a tax on an income of more than one thou- 
sand dollars. Then, by the process of elimination, we find 
that even in this year of unusual prosperity, not taking 
into consideration the self-supporting farmer group, there 
must be more than five million families with an income 
of less than one thousand dollars a year. It has been 
found by all recent studies, that the smallest income on 
which reasonable American standards can be maintained 
is from twelve to sixteen hundred dollars a year, for a 
family of five. Thus it is easy to see at least part of 
the reason for the development of large dispensary sys- 
tems, free hospitals, work to improve the health of school 
children, and some of the difficulties of promoting civic 
welfare in the midst of unfavorable home conditions, as 
well as a part of the basis for the exploitation of children 
at the expense of their health. 
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CLEVELAND SURVEY FORMULATES DISPENSARY 
STANDARDS AND POLICIES 


| Cleveland Hospital and Health Survey, which was 

made at the request of the Cleveland Hospital Coun- 
cil, was an effort to make a definite contribution to the 
study of current facts, and on the basis of these facts to 
formulate policies for the future. The Survey was divided 
into twelve parts, one of these being devoted to “Hospitals 
and Dispensaries,” part of which was standards and 
policies for dispensaries. These standards and policies, 
as outlined by the Survey, are as follows: 


Admission of Patients 


(a) Policy—In determining admission to a dispensary, 
the needs of the patients and the protection of the com- 
munity must be the primary consideration. The medical 
profession has a right to be protected against imposition 
by persons who seek in clinics the unpaid service of physi- 
cians, when they could afford to pay for the medical care 
which they need. The public has a right to service. 

(b) Standards.—In determining the admission of indi- 
vidual cases to a dispensary, three points need to be con- 
sidered: namely, the income of the patient or family, the 
size and responsibilities of the family according to a 
reasonable standard of living, and the character and prob- 
able cost of adequate medical treatment for the disease or 
condition found. It should be added that under certain 
circumstances public health considerations must be the 
determining factor, for example, a case of infectious 
syphilis may demand immediate treatment, irrespective of 
what later disposition of the case is made. When a diffi- 
cult or obscure condition must be diagnosed, or when 
treatment by a specialist is required, patients might be 
accepted whose circumstances would enable them to pay 
for the services of a family physician, though not for 
consultation with or care by specialists. 

(c) Procedure.—The social service department should 
be responsible for the admission of new patients. Certain 
practical points connected with this matter will be found 
in the discussion of social service. 


Medical Relations 


(a) Policy—The medical staff of the dispensary and 
also the organized medical profession of the community 
have a right to be consulted about policies or problems 
affecting their interests. In the case of the general pro- 
fession, this should be possible through conference be- 
tween representatives of the dispensary and representa- 
tives of the Academy of Medicine. The Central Dispen- 


sary Committee would largely accomplish this purpose. 


(b) Compensation.—Hospitals and dispensaries cannot 
expect to secure enough of prompt, regular and efficient 
medical service unless compensation is given to the physi- 
cians of the staff either in opportunities for study and 
experience, or in financial remuneration, or in both. The 
generous willingness of physicians to render humanitarian 
service is traditional and unquestioned, and should not be 
unduly exploited. Each dispensary or out-patient depart- 
ment, considering its own type of work and the medical 
facilities offered, must determine for itself the manner in 
which it can best attract and retain an adequate medical 
staff. The advice of central bodies such as the proposed 
dispensary committee and of the Cleveland Academy of 
Medicine would be of value in this connection from time 
to time. 

(c) Consultation—A definite function of the dispen- 
sary, particularly of the major institutions, is to provide 
consultation facilities for physicians. 

(d) Diagnostic Facilities—In addition to opportunities 
for consultation, dispensaries should make the services of 
their laboratories and x-ray departments available to the 
private patients of physicians (when referred by them) 
when such patients cannot afford the rates charged by 
private laboratories or by x-ray specialists. 

(a) Policy.—It is a good policy to charge admission 
fees and also treatment and medicine fees; no patient be- 
ing denied a needed service because of inability to pay the 
stated fee in whole or in part. 

The presence of medical teaching need in no way affect 
this policy. 

(b) Rates.—For clinics receiving the gratuitous serv- 
ices of physicians, an admission fee of twenty-five cents 
per visit is reasonable at the present time. It is desirable 
that through the proposed Central Dispensary Commit- 
tee, fees be made uniform for similar classes of service. 

For clinics which aim to be self-supporting and which 
furnish a more than nominal remuneration for the physi- 
cians, the fee should be not less than fifty cents a visit, 
and may be higher for certain classes of services. The 
basis on which such fees should be adjusted is the cost of 
service. 

Fees for special treatments, apparatus, eye-glasses, and 
medicines, should be fixed at or somewhat above the cost 
of the materials and immediate service provided. 

Definite schedules of all the admission, and the more 
usual treatment and medicine fees, should be posted in 
suitable places in every dispensary. 

(c) Pay Clinics—Clinics charging fees of fifty cents 
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or more a visit should be regarded as pay clinics and 
should provide financial remuneration for their medical 
staff. In determining the rates of remuneration, confer- 
ence with representatives of the Cleveland Academy of 
Medicine is suggested, or the proposed Central Dispensary 
Committee would serve this purpose. 

Such pay clinics should aim to serve self-supporting 
families of limited means, particularly in the specialties. 
There is. much need for the further development of such 
clinics in Cleveland. 

The admission system in connection with pay clinics 
should protect the interests of the medical profession as 
well as of the patient by adopting and carrying out the 
standards above outlined. 

(d) Remission of Fees.—The admission desk in the 
smaller dispensaries should be responsible for the remis- 
sion of all fees. In large dispensaries the admission desk 
may be unable to attend to all remissions in the case of 
old patients, and social workers in one or more clinics 
should be authorized to pass on remissions for the appro- 
priate group of cases. 


Adaptation of Clinics to Clientele 


(a) Hours.—Evening clinics for working people are de- 
sirable in all or almost all dispensaries. These clinics 
may well be pay clinics. 

(b) Foreign-Speaking Patients.—Special efforts, as out- 
lined in the discussion of the foreign-born, in the section 
on the “Human Problem of the Hospital Patient,” should 
be made to enable persons not speaking English to receive 
effective treatment. 

(c) One important group of the clientele of nearly all 
dispensaries is that of the beneficiaries of other charitable 
or medical agencies. It is part of the duty of a dispensary 
to serve as the family physician for these. This requires: 
(1) examination of patients and families and full report- 
ing of conditions found, to the society interested; (2) 
treatment of those needing care, usually without fee; (3) 
special arrangement whereby the social service depart- 
ment of the dispensary has charge of “steering” these 
cases and insuring that the work is done and the reports 
are rendered with a minimum of administrative demand 
upon the clinic physician. 

(d) The dispensary should be a main agent in the 
admission of hospital patients to the wards and in the 
follow-up of those discharged. 


Inter-Relations of Dispensaries 


(a) Duplication—The pursuance of treatment by a 
patient or the members of a family at more than one 
dispensary at the same time should be discouraged and 
prevented as far as possible by careful admission systems. 
The inquiry at the admission desk should include ques- 
tion as to place or agency of previous treatment. 

(b) Reference of Patients.—Patients recently under 
treatment at one dispensary and not specifically referred 
to another for consultation, should be referred back to 
their former place of treatment, except when satisfactory 
reason is found to exist for the transfer. The same policy 
should of course be pursued when a patient has been 
under treatment by a private physician. 

The use of printed or written slips of reference is of 
practical service. 

(c) Districting—The limitation of the work of each 
dispensary treating the sick to a definite area is not prac- 
ticable, but patients should be encouraged to seek treat- 
ment in the section of the city in which they reside or 
have their place of business. Well administered admis- 


sion systems at each dispensary and a common under- 
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standing of policy, worked out by the proposed central 
committee, should reduce to a minimum problems of dupli- 
cation and of overlapping of areas. 


Dispensary Organization 


Essential points of organization are presented in the 
sections on “Organization for Service” and “The Medical 
Profession and the Hospitals,” and will be merely re- 
capitulated here: 

An executive head for the dispensary. 

A medical organization which is integrated with that 
of the hospital. 

A dispensary medical committee. 

A dispensary committee of the board of trustees, or, 
if the board has not a sub-committee system, one or more 
members of the executive committee who have special 
responsibility to be in touch with the dispensary. 

The dispensaries of Cleveland would do well to develop 
carefully worked out systems of referring patients from 
clinic to clinic within the dispensary, for consultation 
purposes; and for transferring patients for treatment 
from one clinic to another, with due report back to the 
referring or transferring clinic. 

The important place of the social service department in 
dispensaries is outlined in the section devoted to social 
service. 


—7 


Principles of a Community Plan 


There should be a small number of what may be called 
major hospitals and dispensaries, equipped with every- 
thing in the way of modern diagnostic and therapeutic 
equipment. These major hospitals and dispensaries are 
expected to be city-wide in their range, and to serve par- 
ticularly for receiving difficult cases from within and out- 
side the city, for consultation purposes and for diagnosis. 
In Cleveland the new City Hospital with its dispensary 
should serve as such an institution for the west side. 
Lakeside, in its present location or in its enlargement as 
part of the University group, would serve in this capacity 
also. Mount Sinai and St. Vincent’s may be mentioned 
also, and a few other hospitals, such as St. Luke’s, may 
develop on a similar grade, although the teaching hos- 
pitals and dispensaries should be the distinctive institu- 
tions of this class and every effort should be made to 
render them capable of measuring up to this responsi- 
bility fully. 

What may be called the district hospital, with its dis- 
trict dispensary or out-patient department, may next be 
mentioned. In this group may be included the bulk of 
the hospitals of Cleveland, the range of which is not 
strictly confined to a given district but which are more 
local in character and which may not usually expect any 
large consultant or diagnostic service such as would go 
with the teaching institutions. Somewhat less elaborate 
and expensive equipment and a less high degree of spe- 
cialization in medical organization may be expected in this 
group of institutions. It may be pointed out that such 
institutions fill a necessary and most worthy place in the 
scheme of hospital and dispensary care to the people of 
large cities. 

Finally come the health centers, primarily preventive in 
their activities. More and more as the years go on, va- 
rious therapeutic services of the simpler kind need to be 
located in as many neighborhoods as possible, because the 
more localized is their range, the more intensively and 
effectively can they reach 100 per cent of the population 
with a message of hygiene, with periodical examinations 
for the detection and prevention of disease, with service 
for the prevention of infant and maternal mortality, the 
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discovery and control of tuberculosis, and the detection 
of remediable defects of school children. 

The health center should aim to reach the entire pop- 
ulation of its district for preventive purposes, sending 
cases in which defect or disease is discovered, either to 
the family physician or to an appropriate dispensary or 
hospital, or in the case of difficult problems, directly to 
the major institutions for diagnosis. The combination of 
some of the simpler forms of curative work with the edu- 
cational and preventive services is a necessary develop- 
ment of the health centers of the future. It may be 
pointed out that the proposed downtown dispensary and 
emergency hospital which will be permanently needed in 
the downtown section after Lakeside and Huron Road 
move, will be largely a reference center for preventive 
as well as for diagnostic and curative purposes. Partic- 
ularly in a city like Cleveland, with its important medical 
school, the institutions doing the teaching must bear the 
primary responsibility, in hospitals and in out-patient 
clinics, for diagnostic service for the patients of private 
physicians as well as for the patients who cannot afford 
to pay a physician. The medical profession should reap 
the benefit of the development of more extensive services 
in the health centers and in the district hospitals and 
dispensaries, Appointments therein as staff or auxiliary 
members, and the benefits of their facilities for consulta- 
tion and diagnosis, should supply the most serious present 
deficiencies in what the local practitioner has to offer his 
patients. 

It is evident that the danger of a “community plan” 
is that it leads us to glittering generalities merely. But 
it ought to be obvious that the absence of a community 
plan leads to anarchy. Cleveland has taken a long step 
away from the state of anarchy which characterizes the 
medical institutions of most large cities, through its Hos- 
pital Council and its Welfare Federation. Any community 
plan which exists not merely on paper but which is a liv- 
ing thing with muscles and teeth, requires that individual 
institutions must adapt their policies and programs ac- 
cordingly. 

Sacrifices of policies or programs which seem desirable 
and legitimate from the standpoint of an individual insti- 
tution may be called for by its proper adjustment to 
larger community needs. It seems hard, at times, to ex- 
pect a worthy institution to say “no” to the eager desire 
of its staff for a program of expansion, which a commu- 
nity survey shows is more than is required by the insti- 
tution’s district or by the particular kind of need which it 
serves; yet at times such negative prescriptions are wise 
and necessary, and should be self-imposed. It is not too 
much to expect of the hospitals and dispensaries of Cleve- 
land that they have a community plan. It is not too much 
to expect that they abide by it, living not as bachelors and 
spinsters who have only themselves to consider, but as 
members of a family each of whom shares, nourishes, and 
is nourished by the life of the whole. 





FOLLOW-UP OF SCHOOL CHILDREN TO BE 
STARTED 


Has the removal or cure of remediable defects in school 
children had the great beneficial effects that were ex- 
pected? Nobody knows; for both time and follow-up 
methods have been lacking. Now, however, the United 
States Public Health Service is making arrangements to 
have such children in all parts of the country followed 
up for some years to learn how greatly they actually 
have profited by the help given them. It will welcome 
additional information along these lines from all sources. 
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PUBLIC HEALTH SERVICE FORCED TO 
TRANSFER TUBERCULOSIS PATIENTS 
TO THE EAST 

All the hospitals and contract hospitals of the United 
States Public Health Service in the semi-arid Southwest 
are already crowded with tuberculosis patients, and the 
influx of others from the Eastern states continues so great 
that the Public Health Service has been forced to transfer 
patients from Tucson, Ariz., and other western hospitals 
to sanatoriums near Asheville, N. C.. and elsewhere in 
the East. 

Many ill-advised patients have of late thronged to Tuc- 
son, unmindful of the fact that every hospital bed in that 
place is filled and ewery hotel and boarding house over- 
crowded. More than five hundred tuberculosis subjects in 
Tucson are unable to find entrance to a sanatorium. Other 
towns in the Southwest report similar conditions. 

Surgeon General Cumming again renews his warning 
against tuberculosis patients leaving sections where the 
government is able and willing to care for them, and 
going to the Southwest on their own initiative. 





RELIEVING THE HEAT IN “HOT JOBS” 

“In so-called ‘hot jobs’ in industrial plants where high 
temperatures are essential,” says Surgeon General Cum- 
ming, of the United States Public Health Service, “the 
heat can be greatly diminished by water-jacketing boil- 
ers, insulating blast furnaces, with double walls of fire 
brick, and kindred devices. Where the actual tempera- 
tures in the plant cannot be much reduced, great relief 
can be given by big electric fans. Radiant heat, which 
hurts the eyes, can be largely obviated by screens of wire 
mesh or of loosely hanging chains, through which the 
workmen can pass when they must approach the furnaces. 
Goggles, wire mesh face masks, asbestos aprons, cork or 
asbestos sole shoes all help considerably. Easily acces- 
sible drinking water, never colder than 55 degrees F., is 
absolutely essential to health.” 





ASSOCIATION RECEIVES NEW MEMBERS 

The following institutions have become institutional 
members of the American Hospital Association since Jan- 
uary 1, 1921: Suburban General Hospital, Bellevue, Pa.; 
Brown Memorial Hospital, Conneaut, O.; Mansfield Gen- 
eral Hospital, Mansfield, O.; Western Minnesota Hospital, 
Graceville, Minn.; Glens Falls Hospital, Glens Falls, N. 
Y.; Iowa Methodist Hospital, Des Moines, Ia., Chester 
Hospital, Chester, Pa.; Soldiers’ and Sailors’ Memorial 
Hospital, Penn Yan, N. Y.; Hutchinson Methodist Hos- 
pital, Hutchinson, Kan.; Montreal General Hospital, Mont- 
real, Quebec; Park Avenue Hospital, Denver, Colo.; Mis- 
souri Baptist Sanitarium, St. Louis, Mo.; and Rutland 
Hospital, Rutland, Vt. 


COST OF FAKE CURES 

It has been estimated by the National Tuberculosis 
Association that the almost unbelievable sum of $15,000,000 
to $25,000,000 each year is wasted by victims of con- 
sumption in the United States on fake “cures.” Records 
show that the number of so-called “cures” that have been 
tried out and exploited for gain or otherwise during the 
last ten years in the United States is well over a thousand. 





I do not believe that a republic can live and prosper 
whose wage earners do not receive enough to make life 
comfortable; who do not have some upward avenue of 
hope before them.—Benjamin Harrison. 
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¢¢7 AM convinced that the best results are obtained if 

the syphilitic clinic is part of a polyclinic or general 
dispensary,” says Dr. Herman Goodman of New York, 
in a recent issue of the Boston Medical and Surgical 
Journal. Many patients may hesitate to enter a special 
infirmary on account of the exposal of their condition, or 
they may be ignorant of their disease, and the other de- 
partments of a polyclinic may direct such patients to a 
clinic in the same institution with more likelihood of their 
going, than if it were in a separate one. It is also desir- 
able to have specialists in eye, ear, nerve, and general 
medicine near at hand for consultation purposes. Dr. 
Goodman is also convinced that linking the syphilis clinic 
with the skin department works best, because the skin 
specialists will be the men in the community best fitted 
for this work. The fact that the overhead expenses are 
much reduced is another argument for having the clinic 
connected with the hospital. 

The syphilis clinic should be kept in mind in the plan- 
ning of the hospital, for too often the clinic work is re- 
stricted by the limitations of space. The clinic should be 
if possible in a separate building connected by a passage 
way with the hospital. The building should be erected 
with a view to the future needs of the work and not just 
the immediate ones. It is a good plan to have an up- 
stairs which may be used for something else at first, until 
the clinic has expanded sufficiently to need it. There 
should be separate but connecting rooms for (1) social 
service, (2) appointment office, (3) clinical examination, 
(4) dark field examination, (5) dental outfit, (6) the in- 
jection of salvarsan, and (7) an infirmary for the spinal 
puncture cases. 

The syphilis clinic should be open during the regular 
hours of the dispensary, and three evenings a week in 
addition. 

Dr. Goodman gives a list of the necessary equipment and 


supplies: 
EQUIPMENT AND SUPPLIES 
For Syphillis Clinic Proper: Renewed as Required. 
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VENEREAL DISEASES AND THE HOSPITAL 


Conducted by ALEC N. THOMSON, M.D. 
Director, Department of Medical Activities 
The American Social Hygiene Association, 105 W. Fortieth St., 
New York City 
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LOCATION AND EQUIPMENT OF THE SYPHILIS CLINIC 


CD cn... ccseaceeuebewieesne cs eeawau as required 
rs i i I aid cei ack minadiea here be eee bE baie oa ae Botts. 6 
li ie aie ale a a bi wih anda eaSee wut Botts. 1 
rs rr SE, nc de nccaneccansececeseseseeess Botts. 1 
Taleum, 3 Ibs. in tins......... lien ii dak ani inal nn a aig ea ae Tins 1 
Thymol iodidum (Aristol) 1 oz. in bottle.................... Botts. 1 
Unguentum hydrargyri, % Ib. in bottle.................eeeeee Botts. 2 
Unguentum hydrargyri chloridi mitis..................e0eeee: Botts. 2 
STATIONERY 
RII, tid oie has Cigale aeeRREee neta ddesaee nein No. 3 
RS Er eee eee ee No. 1 
I a a a i ae No. 12 
Books, blank, crown cap, 250 pages......... ccccccccccccescs No. 2 


Cards for filing 


Envelopes with return address of clinic..............00.000: No. 250 
Envelopes with return address but no name................. No. 250 
i ee i oss pane ele duennt ec nenedtabeebeoueee No. 3 
i aaa i lal redanin ll cana S No. 1 
EE oan dds ba vige ci Ree tek saci eea aeaanwaed an as required 
Dn Chedcieeenddsiedesedsddosawneedoaaberseaenkawen Botts. 1 
i ati ei eee eee eambedaaae mae wk Rk ea eee Botts. 1 
NERS EE EES a Tae ee Een oe ae Gee ee Soy No. 2 
rr rr en CD... . a cin gail cee ee ned iemieled on passed Gross 1 
Nid oa cic id ade seedless eebeewddewebisosie No. 3 
i a cei h oii Red ee kei aeee eae eerie nwees vce Box 1 
laa a a hs tore gl be 4 ine iuore elk Melted ow eee Box 1 
NS ii aa nis iain WehieAER SCE Kea eeN eaweaeks Pks. 1 
ES ETE ee ar ae Re eens Pks. 1 
a ia ira a agen ached eae eM eke ee wa Jars 1 
ns 0. tee Scab hsa bad baee eee eke ee we sins ean eeeseee No. 12 
EE sian nicl Siew tinin ah ob 4b GRa Rae KA Ee RE ee eas abe as No. 12 
Ce eee a eee e padae a Cuwaeahe adden ae Case eal Gross 1 
RE rer ne ey anne ee ener as aw 
DE? hctubanictewssnaseataicamaneneketaeniahbedeealsaeieee 
MISCELLANEOUS SUPPLIES 
Bandages, gauze, assorted widths... .........cccccccccccccecs No. 36 
Basins for sponges, etc. White enamel..................+5- No. 2 
rr aa 6c ea thdae es waved besa mess No. 2 
Botlers, .imetrument, Oxl0xn4 inches. ........ccccccs ccccccccces No. 1 
(Arranged with gas or electricity.) 

ON i a sd wes inae hie a nada No. 2 
Cabinets, large, for instruments, dressings, etc................ No. 1 
i Cnc ak Gams s 6 abe 8 dee SSSR es ceke Oana wd ewl as required 
I Fe ein Eee aa cision ain eae anh eee ae ee as required 
en ee aaen bee ae hae e ee teen eedeeeecnat’.beenes No. 
iS Ti C6 os See aneaediemeeese aaa as required 
ee arin tad eau gi cab.eneeehe waded anaes weba wee No. 
ee io eaa- ws Aen ee Caden wana maiem sed No. 3 
i ee eee eee eineh eae edbhed ae Wbhhe es eee Awa ee as required 
Cee TO Ge, ccccceccccesenecscecae as required 
Cepeneen, Gees, TO, BOG, BES SE. GR. occccccvccccccccessccese No. 1 
i in 1 6c. cs gaa ewes kk aieende Gb Nee ee ee eenekenins No. 1 
i ge Se ee ee cae ea ereed No. 1 
a. ce cabinapaiaeesnesenesion wikia No. 1 
es La win ek apm a déab aaa eels ee waa No. 1 
ee a ee ech s Bigemae mae cad hk eae On eae Doz. 1 
a st Ed oe ed eae gee EN he aaa Spools 6 
i cide bey easy MEKRS RAC EREDAS AGED EONS OReRa SES te Mee No. 3 
SE OE OO TIE OO Ee ee Pe Pe No. 1 
Are rr i Sc avcnccenenedesweesseecesee tas No. 2 
tt Wet an piece eae he Kan ae eek 660.6 eke ee eae thee eeked No. 1 
oe Rac ai eads hile ela Tk ative te eee aed een Yds. 6 
i ee cea OCLC ARS Cee ET AER eS hn ek se Cakes 72 
I i ae re dae Tans in al al eae eee ee No. 1 
Tables, operating, built as required of wood.................. 
ee ae cence RNa deeennare aed wel No. 1 
NN RE EE ECC Pe ee Gross 6 
Tourniquets, rubber (use old rubber tubing from salvarsan).... 

rn. Cr, Cee Mi, 1.5500 shes eesenceve ceeseceese No. 1 
, , I, cc nsec oben ee senes-oneeeceseesnees se Lbs. 1 
Tubing, rubber, for salvarsan special............eseceeeeees as required 
Typewriters (characters +, +, & medical)................. No. 1 


LABORATORY 


I consider that the syphilis clinic will not attempt to do its 
mann tests or colloidal gold tests, in the beginning at least, 


utilize the city health department laboratory, a central laboratory of 


the dispensary or affiliated hospital, or a commercial laboratory 
a last resort, because of the expense to the patient). 

Apparatus, distilling, complete 
ED canienenaeabans06ns0 F006 460808.00000000 0009000 ‘ 
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vi 
RESOURCES 


“q tp iiLiE vast merchandising resources 
pa) of Marshall Field & Company 
io} Can be turned to with confidence 
by all Hospitals and other institutions that 
require large-scale outfitting. 





With great wholesale and retail organiza- 
tions; with a chain of resident representa- 
tives in the market centers of the world; with 
gigantic manufactures of its own—here is 
an institution whose power and resources 
rise to any emergency, however vast. 


These very resources offer to customers 
the advantages of quality and economy. 


4 


MARSHALL FIELD 
6 COMPANY 


CONTRACT AND SUPPLY BUREAU 








Consult the 1920 Year Book for Catalog information. 





rr nes. Cet OWE, . . io 650668 500646000500906460% No. 1 
rr 08 OSs eh pes esseaeebeanlebeeeses coeene No. 3 
RE CCT OCT OTe CCT eT TT TT er ere No. 1 
EE Seneca etndesee ¢ hess hAdian bebee bone eabeness obey eens No. 1 
I, a a he hee EAS RESES COCR ORSRE OEE No. 1 
Flasks, Erlenmeyer, 250, 500, 1000 c.c. aa.........c cee eeeeeeee No. 3 
i se Late eweeed deeb eseees S006K8000060Reb8 Pieces 4 
PEED ncn cdecdvtccesscacdcvcceccescecesecsecesevese No. 1 
re Cc acececccecdnseseenentdeoseseceseses No. 3 
enn Cet hen ed weKewenenseerenreeepen Books 1 
ee heehee whe Wéede ed ehhed FON ESHCCOeCCedES No. 1 
Microscope and dark field condenser, complete.............-- No. 1 
Pamper, Wes, bime amd red, GB... ..ccccccccccccccccccccscecs Vials 1 
Cee Nee ee etn hee e bb eSFE CEES SORES £+OGCS ORC No. 1 
Slides, glass, extra thin for dark field..............eeeeeeeee Doz. 6 
Mhew cock for relber tabbing... ....cccccccccccccccccccccccces No. 3 
Test wremeen, Geeted WEIMOTY «..ccc ccccccccccccccccccsecscees No. 6 
ee ee ie ee seth Riese he Oebd eb 6e Cerne nbcenses SEES No. 36 
i re CE (in ss occ evecsecececcseneseeunceesesens os . me & 
ES oo ena nk 6405-00 40d 600468 SORERERNETOCOCO E4000 No. 1 
CE. occ oo edecdieesicccsccdvecsesscoecseces No. 1 
Botts. 1 


Xylol 

SPOOF POC TOOT EOC IC CL TCU CTT CT 
India ink (Chin-chin) 

Reagents, Benedict’s solution, etc. 


ADMINISTRATION OF MERCURY AND SALVARSANS 


CERO HHH HEEE SEH HEHE EHH EES 


Mixing cylinders with glass stoppers.............-+.s+. No. as required 
Gravity tubes, 250 c.c., outlet at bottom, pinch cock, 

needle connection, glass window............essssee005 No. as required 
Gravity tubes, for spinal therapy..............02 eee. No. as required 
i i 06 56 8666.6 6s tbeeeeeSeAneK CEOS eeON KES Om No. as required 
EE, ann i a nbd RRC AE RS BON eee eheswndeesen .No. as required 
Hypodermic syringes, 2 c.c. and needles.............+.. No. as required 
SEPOGOTERES GHUUNGER, BO Cis cic cccccccccccessccecscees No. as required 


SYPHILIS AND THE HOSPITAL 

The hospital executive often expresses doubt when 
asked whether he should admit patients suffering from 
syphilis, and usually or frequently refuses to receive 
patients when the diagnosis, before admission, is syphilis. 

The internist, the syphilogist, or the health officer, 
when asked whether the syphilitic patient should be ad- 
mitted to hospital, promptly answers, “Yes,” and then 
presses for his particular type of case, whether it be 
from the standpoint of bed care for the patient suffering 
from serious systemic disease, the patient in need of 
intensive anti-syphilitic treatment, or the individual re- 
quiring control and treatment to protect the community. 

The social service worker, the hospital, the “friendly 
visitor,” and the layman interested in hospital matters 
ask questions of all professional groups about the dangers 
of infection and moral contamination. 

How can these divergent opinions and points of view 
be correlated? What are the facts? It is most gen- 
erally admitted that: 

1. Syphilis is not markedly different in degree of com- 
municability from pneumonia and typhoid. 

2. All syphilis patients do not need to be hospitalized. 

3. Great progress would be made in the control of 
syphilis if all cases in the infectious stage could be hos- 
pitalized for a long enough period of time to be given 
one intensive course of treatment. 

4. From the strictly medical standpoint, cases that ab- 
solutely require hospital care are relatively few. They 
are the rare cases of malignant syphilis, the cases that 
require intraspinal treatment or diagnostic observation, 
including spinal puncture, patients whose general physical 
condition requires or whose lesions require constant ob- 
servation or attention, and patients suffering from syph- 
ilis of special organs. 

5. Syphilis is not dangerous from the hospital view- 
point. The simplest precautions against infection are all 
that is required. Cases of cross infection are rarely seen 
where reasonable hospital technic exists. When encoun- 
tered, gross negligence or ignorance of the patient’s con- 
dition, or some other preventable factor, is responsible. 

6. Two or three doses of arsphenamine usually render 
a patient practically noninfectious. Thus simple precau- 
tions coupled with prompt, efficient treatment during the 
first twenty-four hours or forty-eight hours protect all 
concerned. 
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7. The hospital need but establish ordinary typhoid pre- 
cautions in order to protect itself, its inmates, and its staff. 

The responsibility of the general hospital is that of so 
conducting itself that it will function efficiently in carry- 
ing out its share in the federal and state campaign for 
the control of*syphilis. Its doors must be open to sick 
people. People with syphilis are sick. 


ALL-AMERICA CONFERENCE ON VENEREAL 
DISEASES 


Statistical Bulletin, Metropolitan Life Insurance Company, 

December, 1920, Vol. 1, No. 12. 

The significance of the venereal diseases to public 
health is becoming recognized.. There are, however, two 
obstacles in the way of venereal disease control: the lack 
of trained personnel to handle the complex problems in- 
volved, and the absence of a program that represents the 
best judgment of experts in the field. 

To meet the first difficulty, an Institute on Venereal 
Disease Control and Social Hygiene was held in Wash- 
ington. It brought together over six hundred eager stu- 
dents who received specialized instruction in the various 
phases of the problems. 

The second difficulty was met by the All-American Con- 
ference on Venereal Diseases, which immediately followed 
the Institute. This had for its purpose the review of 
past efforts in the field, the evaluation of the work done, 
and the establishment of a program that might be fol- 
lowed for the next several years. 

Emphasis was placed upon the deliberations of the sta- 
tistical group. Scientific, trustworthy premises are neces- 
sary. It was recommended that a committee of statisti- 
cians be appointed to pass on all important statistical 
conclusions before they are disseminated for general use. 

The committee recommended, further, the more general 
use of the Wassermann reaction, the postmortem exam- 
ination of tissues, and other means of accurate diagnosis 
of the diseases. It added that a special study should 
be made to determine the extent to which the venereal 
diseases, especially syphilis, are responsible for deaths 
reported as due to congenital debility, organic diseases 
of the heart, etc. 

Although there was much discussion centering around 
the desirability of obtaining confidential reports from 
physicians where death of the patients results from a 
venereal disease, no final conclusion was reached because 
of the difference of opinion among the delegates. The 
consensus of opinion seemed to be that the community 
interest must take precedence over the individual interest, 
believing that the confidential reporting method would in 
the long run impair registration if it carried the idea 
that these conditions must forever remain secret. 





RELATION OF SYPHILIS AND INSANITY 


That syphilis causes a substantial percentage of exist- 
ing insanity has long been recognized, but heretofore 
definite statistics bearing on the subject have been 
meager. To supply this need the United States Public 
Health Service queried the superintendents of 159 state 
hospitals for the insane, in regard to the number of in- 
mates who had become insane by reason of this disease. 
Of the 115 replies received, eighty-eight supplied data that 
could be tabulated; and from this, it appeared that 15.5 
per cent of admissions and 6.2 per cent of inmates among 
the men and, correspondingly, 6.1 and 2.2 per cent among 
the women were directly due to the disease. The excess 
in the percentage of admissions over inmates is due to 
the comparatively short life of those who become insane. 
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Restful, 
Smiling Walls 


Walls and woodwork may have any 
warm, rich tint you like, when you 
use Dutch Boy White-Lead, mixed 
with Dutch Boy Flatting Oil. 

Your painter, stirring in the color, 
produces the exact desired shade of 
cream, buff, green or any other color. 





Make Hospital Py SR pee 
Rooms Homelike lesa ores * 
. . pacer ae: oS 
The finish is soft and dull—free a ewe . : 


from gloss or glare, restful to the eyes. 
Such walls impart a _ distinctly 
friendly atmosphere. They make a ERS, 
hospital room seem homelike, and Dae tee 
help the patient to get well. 


Truly Washable 

A Dutch Boy wall is really washable 
—it can be cleansed with soap and 
water, as often as necessary, without 
injury. 

Economical because of superior 
spreading capacity and long wear. 




















Our Hospital and Institutional Dec- 
oration Service is at your command. 
Write our nearest branch. 


NATIONAL LEAD COMPANY 


New York Boston Buffalo Chicago Cincinnati | vs 
Cleveland St. Louis San Francisco > 
' 


John T. Lewis & Bros. Co., Philadelphia 
National Lead & Oil Company, Pittsburgh 






Dutch Boy writttcod 


Consult the 1920 Year Book for Catalog information. 
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CARE OF BLANKETS AND PILLOWS 


The care of blankets and pillows is one of the problems 
which confronts hospital superintendents at this time of 
the year. Miss Lina Fish, housekeeper of the Chicago 
Municipal Tuberculosis Sanatorium, gives an account of 
the system which she evolved to overcome the difficulty. 

“We took rooms that were used for storage, seeing to it 
that they were not subject to floods or sweating steam 
pipes, and put up cases of “deaded” ceiling, arranging 
them so that each compartment held just so many single 
or double blankets, folded exactly alike. We knew that 
when we had that space filled we had its allotted number. 
Upon the many cases we kept a card index. The index 
corresponded with the blankets inside and with the differ- 
ent units sending them for storage. By this means we 
were able to return in the fall, when needed, the same 
blankets that had been given care during the summer. 
We were very careful to see that moth marbles were 
placed among them in sufficient numbers to insure against 
any damage from moths, and I can state that, owing to 
this plan, we have never had a single blanket attacked by 
that dreaded summer scourge, the moth. It might be 
well to state here that all blankets are examined care- 
fully to decide whether they require laundering or merely 
airing. 

“When laundering was required, we saw to careful 
washing. One of the most important factors in a success- 
ful cleansing is the soap. It is necessary, in consideration 
of the animal wool, to have a vegetable soap if possible, 
for the purpose of keeping down the shrinkage, and, of 
course, the water must be kept at the same temperature 
throughout the process. It is best to give them two suds 
but not to use too much soap; the second suds should be 
light, with almost one-half less soap than the first. All 
soap must be rinsed out for perfect work. With the dry- 
ing of woolen blankets comes the principal task. Many 
are obliged, from restricted grounds, to use the dry-room 
tumbler, and this will do the work if the heat is regulated 
to a little above natural, but if the blankets are given too 
much heat they shrink and become hard, no matter how 
well washed. If it is possible, they should be dried out- 
side, preferably on the lawn, as it is much easier to spread 
them and it makes such a difference in their condition if 
they are exposed to sun and air. In the case of cotton 
blankets, the drying should be done with the dry-room 
tumbler or in a dry-room rather than with the mangle. 
We all know that there is more wear and tear in the 
laundering and mangling of flat work than in the using. 
Cotton blankets can be folded up systematically and piled 
from the dryer, and then the nap is saved and they will 
still be sufficiently smooth for the bed. One-half of the 
wear, as we have found by experience, results from put- 
ting them through the mangle. This, of course, applies 


more directly where cotton blankets are used for outdoor 
sleeping and take the place of sheets. The tendency with 
the substitute for the sheets is to put it through the 
laundry more often than is necessary, for the habit of a 
change of sheets every week is strong. 

“While speaking of blankets, it may be said that feather 
pillows can also be treated to a bath and renovating bills 
be saved. The pillows should be put in the machine with 
about the same soap that would be used for blankets; 
regular laundry soap will do for this. The loads should 
not be heavy. The water should be a little warmer than 
for blankets, and the pillows should be given a good wash- 
ing. Of course the extent of the first suds depends on the 
condition of the pillow. They should be given a second 
suds and rinsed several times. All the water must be kept 
at the same temperature after the first suds. Then the 
principal thing is the drying. They should be put in the 
dry-room tumbler and kept tumbling until dry. If there 
is not time to give them a full drying in the tumbler they 
can be placed in the regular dryer and finished in the 
tumbler. They will come out like new pillows.” 





CARE OF LINOLEUMS AND CORK CARPETS 


If you have floors of battleship or inlaid linoleum, wax- 
ing is recommended as the best preservative and the 
easiest way to keep them clean. Before applying any 
wax, however, the linoleum should be thoroughly cleaned 
by scrubbing with warm suds made with mild soap, 
preferably a vegetable oil soap, free from alkali. After 
the floor is dry, a good floor wax, preferably liquid, should 
be applied and rubbed in thoroughly. The use of a 
weighted brush or an electric floor waxer will give a 
beautiful polish and a smooth surface, to which dirt will 
not adhere. After three or four such waxings, a week 
or so apart, the wax need not be renewed oftener than 
once every two or three months. Daily cleaning need 
consist only of going over the floors with a dry mop. 

For printed linoleum, the best treatment is varnishing. 
The best results are obtained through the use of a water- 
proof, thoroughly elastic preparation, as ordinary cheap 
varnishes are liable to crack and turn white or yellow 
after they have been walked on for some time. This 
same method should be followed in scrubbing printed 
linoleum as in inlaid or cork carpet. Extreme care should 
be taken against the use of soap or soap powders con- 
taining alkalis, as their repeated use will make your 
linoleum wear out in a few years. These alkalis eat into 
the oxidized linseed oil in the linoleum just the same as 
they do in the paint or varnish of woodwork, the base of 
which is also linseed oil. 





Acidosis is common and the blood test for it should be 
used as systematically as the thermometer in fever. 
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The Criterion of Adhesive Plaster is its Quality. It must 
be readily applied, it must stick, and it must be 
readily removed without damage to the skin. ‘This 
combination is difficult to obtain and is rare among the 
plasters in the field today. 







Seamless Zinc Oxide 
Adhesive Plaster 


possesses that combination. It will stick instantly without the need of prelimin- 
ary warming. Upon removal, you will find the skin unharmed. Why? Because 
it is made from tested materials which are the best that can be obtained, and be- 
cause one of the foremost plaster experts in the country personally supervises its 
manufacture. 








Write us for samples and prices 









SEAMLESS RUBBER CO. PRODUCTS 






Adhesive Plasters Drainage Tubing Infant Bulb Syringes Rubber Bands 

Atomizers Ear and Ulcer Syringes Invalid Rings Rubber Sheeting 
Bathing Caps Face Bags Medicine Droppers Rubber Stopples 
Breast Pumps Finger Cots Nipples Rubber Tubing 





Bul . . : . b 
| ow Sn mae Fountain Syringes Nipple Shields ey | 


Colon Tubes Hot Water Bottles Operating Cushions Surgeons’ Gloves 
Crutch Tips Ice Caps and Bags Rubber Bandages Tourniquets 
























The Seamless Rubber Company, Inc. 


NEW HAVEN . [yB} . CONN. 
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Makers of Quality Goods since 1877 
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MEETINGS, CONVENTIONS 


AND CONFERENCES 





AMERICAN CONFERENCE ON HOSPITAL SERVICE 
HOLDS MID-YEAR SESSION 


HAT the American Conference on Hospital Service 

is and what it might grow to be; what the Hospital 
Library and Service Bureau has thus far accomplished 
and what it plans to do in the future; some of the impor- 
tant factors that go to make the medical service of the 
community adequate, and dietotherapy, were the main 
topics discussed at the mid-year meeting of the American 
Conference on Hospital Service held at the Congress 
Hotel, Chicago, Wednesday afternoon, March 9. This 
meeting, for the first time, was an integral part of the 
annual congress on Medical Education, Licensure, Hospi- 
tals and Public Health, participated in by representatives 
of the Council on Medical Education and Hospitals and the 
Council on Health and Public Instruction of the American 
Medical Association; the Association of American Med- 
ical Colleges; the Federation of State Medical Boards of 
the United States and the American Conference on Hos- 
pital Service. 

The early sessions of the Congress were devoted to the 
discussions of various aspects of medical education and 
licensure, including the medical curriculum, clinical sub- 
jects, and medical examinations. 

At the Wednesday afternoon session, which was devoted 
te hospital service, Dr. Frank Billings, president of the 
American Conference on Hospital Service, acted as chair- 
man, and in his introductory remarks indicated the object 
of the Conference, and announced that it was now com- 
prised of fifteen constituent organizations; three addi- 
tional organizations, the National League of Nursing Ed- 
ucation, the American Dietetic Association, and the Na- 
tional Tuberculosis Association having joined during the 
past year. 

Following Dr. Billings’ remarks, Dr. Winford H. Smith, 
director of the Johns Hopkins Hospital of Baltimore, read 
a comprehensive paper on “Adequate Medical Service for 
a Community; Some Factors of Importance.” Instead of 
attempting to offer solutions for some of the pressing 
problems relating to this subject, Dr. Smith presented a 
panoramic view of the present status of medical service, 
with a view to offering a basis on which to develop a more 
far sighted, constructive program than existed at pres- 
ent. Pointing out that there was much overlapping in 
activities and organization, he contended that if a well 
balanced program of medical service is to be developed, 
there must be closer cooperation of existing organizations. 
The situation is a difficult one to deal with, but such is 
the task that presents itself. In carrying out a national 
health program, Dr. Smith felt that the creation of a 


national health department was essential. The situation 
which exists in the public health field was not, in Dr. 
Smith’s opinion, the fault of the public, and would not 
be cleared up unless a united medical profession cooper- 
ated in its solution. 

With regard to a community’s hospital service, Dr. 
Smith contended that machinery was badly needed for 
determining a policy of hospitalization. There must be 
a policy and standards, and machinery to execute the 
policy is needed if progress along right lines is to be 
made. The subject is of vital interest to the medical 
profession because it is so closely related to medical and 
nursing education. 

Dr. Smith touched upon the need of a more adequate 
or assured method of financing hospitals; the providing 
of adequate medical and hospital care for people of mod- 
erate means; the desirability of establishing diagnostic 
clinics organized on the basis of dispensaries, where for 
an inclusive fee people could secure accurate diagnosis; 
the importance of dispensaries if properly organized; 
medical care for the sick in rural communities; the need 
of clinics for the medical profession in general, as well 
as for medical students, through which the education of 
the average medical man could be continued, and he could 
be kept abreast of the times. 

Dr. Smith urged the medical schools to revert to a sys- 
tem of education which would give medical students a 
more thoroughgoing training in ground principles, con- 
tending that the present curriculum was overloaded with 
specialties. He deprecated the tendency of present day 
physicians to rely too much upon laboratory findings and 
mechanical means, instead of upon clinical evidence. Dr. 
Smith made a plea for the recognition of the status of 
the hospital administrator, lest soon there be none to 
administrate our hospitals. It is this lack of recognition 
of his status that makes it difficult to attract first class 
men to the profession. There are, however, in Dr. Smith’s 
opinion, indications that the position of hospital admin- 
istrator may be made more attractive as a career. He 
felt that teachers in medical colleges should consistently 
present hospital administration as a definite career to 
medical students. 

Touching upon the question of nursing, Dr. Smith said 
that the development of nursing should be a matter of 
pride to all medical men, but that the credit for this 
development was due solely to the nurses themselves. 
While he advocated a high standard in nursing education, 
he felt that the public health movement called for a group 
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Why Pequot 
Means 
Satisfaction 


EQUOT Sheets and Pillow Cases 
are white. They are finely woven. 
They are of fine quality. They launder 
well and give long service. Every 
sheet and pillow case is torn and care- 
fully hemmed. 


Pequot Sheets come in all the wanted 
sizes. We recommend 63x99 or 72x99 
for single beds; 90x99 for double beds. 
If you like a wide facing of sheet over 
your blankets, we suggest the 108 
length. 


The Pequot Shield is your guaran- 
tee of long service and comfort. If you 
prefer sheeting or pillow tubing by the 
yard, you will find that all good dealers 
carry the yard goods as well as Pequot 
Sheets and Pillow Cases made up ready 
for use. They can always be identified 
by the ticket reproduced below. 


Made by Naumkeag Steam Cotton Company 
Salem, Massachusetts 


Parker, Wilder & Company, Selling Agents 
Boston and New York 
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MILTONIA MILLS 


ESTABLISHED 1856 


White Wool | 
BLANKETS 


The product of these mills in use by 
Hospitals and Institutions for over half 


a century. 


Made in special sizes and weights for 


service and wear. 


SUPERIOR IN QUALITY AND 
FINISH 


Ask Your Dealer for 
MILTONIA MILLS 
BLANKETS 


ROGERS, HENNESSEY & JENKINS 


Selling Agents 
Boston and New York 








Consult the 1920 Year Book for Catalog information. 
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of women such as trained attendants, to supplement the 
work of the trained nurses. The nursing department of 
the hospital, he contended, should be an educational de- 
partment rather than an institutional department. He 
said that regulation legislation must first be passed in 
order to protect the unsuspecting public against the un- 
scrupulous trained attendants who posed as trained nurses. 
He also touched upon the necessity of adequate hospital 
provision for convalescents and the physically handi- 
capped. 

In concluding his address, Dr. Smith urged his hearers 
to visualize the whole hospital and health problem, and 
deal with its different aspects by assignment or common 
agreement. He suggested as one of the tasks of the 
Conference the consideration of a constructive program 
to handle the medical service of the communities in 
general. 

Following Dr. Smith, Miss Lulu Graves, professor of 
home economics, Cornell University, Ithaca, N. Y., read an 
illuminating paper on dietotherapy. In opening her ad- 
dress Miss Graves said that dietetics pertained to the 
proper feeding of anyone, while dietotherapy had to do 
with the treatment of disease by diet. She said that 
the hospital was the first institution to employ dietitians 
and that dietetics touches every phase of it. 

Now that this is being recognized, there is a great de- 
mand for dietitians, and there are few that are fully 
trained for the work. Miss Graves regards this as one of 
the weak spots in our education, since schools on home eco- 
nomics are not prepared to teach the subject, and medical 
schools and hospitals are not making the changes neces- 
sary for this purpose, and she made a plea for the 
hospital as the logical medium through which to teach 
the subject of dietetics. She outlined the objects of 
the American Dietetic Association, calling attention to 
the fact that it now has five hundred members, all of them 
eager for a better and broader education; and called 
attention to the fact that commercial organizations and 
hotels were rapidly recognizing the value of the dietitian. 
Women who enter this work, she contended, must be well 
trained. Such women, she felt, could be prepared by a 
course in which the modern hospital, the medical school, 
and the school of home economics were combined. 

The report on the Hospital Library and Service Bureau 
prepared by Miss Donelda R. Hamlin, its director, was 
read by Dr. Frank Billings. The substance of this report 
has been covered by Miss Hamlin’s article in the March 
issue of THE MopERN HospIitTa.u, “What the Hospital Li- 
brary and Service Bureau Did in 1920,” (page 211). 

The session concluded with a discussion of the general 
theme, The American Conference on Hospital Service, 
which was participated in by Dr. George E. Vincent, pres- 
ident of the Rockefeller Foundation, in the absence of its 
secretary, Mr. E. R. Embree; Dr. Ray Lyman Wilbur, 
president of Leland Stanford University; and Reverend 
Charles B. Moulinier, president of the Catholic Hospital 
Association of the United States and Canada. 

At the Thursday morning session, which was devoted 
to a discussion of rural health centers, the subject “Ru- 
ral Health Centers as an Aid to General Practitioners” 
was presented by Dr. Victor C. Vaughan, chairman of the 
Council on Health and Public Instruction, American Med- 
ical Association. 

The Thursday afternoon session was devoted to a dis- 
cussion of the organization of the public for health work. 





There should be no more thence an infant of days, 
nor an old man that hath not filled his days; for the 
child shall die an hundred years old.—Isaiah LXV:20. 
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CONFERENCE ADOPTS CONSTRUCTIVE 
PROGRAM 


The maintenance of the Hospital Library and Service 
Bureau, hospital standardization, the training of hospital 
executives, and the development of higher medical stand- 
ards and more efficient community medical service through 
postgraduate teaching, are the broad factors in the policy 
adopted by the American Conference on Hospital Service 
at the meeting of its delegates at Chicago, IIll., on the 
evening of March 8, 1921. 

The Conference’s program on hospital standardization 
included: (a) the endorsement of the so-called standards 
of the American College of Surgeons; (b) negotiations 
for the transfer of field work of the American College of 
Surgeons to the Hospital Conference, if at any time the 
College desires to transfer the work; (c) formulations of 
additional standards, applicable to follow-up work, statis- 
tical reports of clinic work, accounting, nursing, and 
the like. 

With regard to the matter of training of hospital ex- 
ecutives, the Conference desires to cooperate with the 
committee appointed by the Rockefeller Foundation to 
develop a concrete program for the training of hospital 
executives. 

The items of its policy relating to the development of 
higher medical standards, and more efficient community 
medical service through postgraduate teaching, includes 
the support of the American Medical Association in the 
further development of intern standards, the promotion 
of the fifth or intern year as the prerequisite for inde- 
pendent practice, the encouragement of systematic teach- 
ing of graduates at hospital centers, and the promotion 
of plans for the establishment of closer relationship be- 
tween practitioners and well equipped diagnostic centers 
in hospitals and dispensaries. 

The American Dietetic Association and the National 
Tuberculosis Association, Incorporated, were elected con- 
stituent members of the Conference. 

Miss Minnie Ahrens was elected to fill the unexpired 
term of Miss Edna G. Henry, whose resignation was an- 
nounced at this time. 

The date of the annual meeting for the election of 
officers was changed from September to the spring meet- 
ing, to be held in Chicago at the time of the annual Con- 
gress on Medical Education, Licensure, Hospitals and 
Public Health. The Conference then terminated the terms 
of officers elected at Montreal last September and also 
the three trustees whose term of office expired next Sep- 
tember, and elected the following officers for the ensuing 
year: president, Dr. Frank Billings; first vice-president, 
Dr. A. R. Warner; second vice-president, Miss Clara D. 
Noyes; treasurer, Dr. Harry E. Mock. Trustees elected 
for three years were: Rev. Charles B. Moulinier, Miss 
Minnie S. Ahrens, and Dr. Winford H. Smith. 

The accredited delegates present from constituent mem- 
bers of the Conference were Dr. Harry E. Mock, Miss Ida 
M. Cannon, Miss Harriet Gage, Dr. A. J. Ochsner, Dr. 
A. R. Warner, Dr. Winford H. Smith, Dr. John M. Dod- 
son, Miss Mary C. Wheeler, Miss Bena M. Henderson, 
Captain Charles S. J. Butler, Miss Laura R. Logan, Miss 
Jessie L. MacDonald, Miss Edna L. Foley, and Miss Min- 
nie Ahrens. 





The chief art of learning is to attempt but little at a 
time. The widest excursions of the mind are made by 
short flights repeated; the most lofty fabrics of science 
are formed by the continued accumulation of single propo- 
sitions.—Locke. 
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Fine Cotton is Replacing Fine Linen 


The scarcity of linen has taught hundreds of hospital execu- 
tives the value of fine cotton towels. Today, Cannon Name 
Towels are used in the leading hospitals of the country. 


Cannon quality begins with raw, long-staple cotton. The 
thread is spun in mills owned and operated by the Cannon 
Manufacturing Company. The towels are woven under expert 
supervision on Cannon looms. They are bleached and finished 
by an exclusive process that was originated by Cannon chemists. 


Cannon towels wear. They are unusually absorbent. They 
launder well and look well. They save you money on each 
year’s bills. 


You know the advantages of having the hospital name on 
your towels. It adds dignity. It prevents theft. If you have 
no laundry, it insures the return of your own towels from out- 
side laundries. Names can be woven in white, red or blue, 
cross-wise in the border, or length-wise through the center of 
the towels. 


Name towels can be obtained in lots of 50 dozen bath or 100 
dozen huck towels. There is a Cannon towel for every con- 
ceivable hospital purpose. 


Distributed only through jobbers, but samples, prices and 
complete information can be obtained from 


CANNON MILLS, Inc. 
55 Worth Street New York City 


CANNON TOWELS 


WOVEN WITH YOUR NAME 
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CONFERENCE TRUSTEES MAKE IMPORTANT 
DECISIONS 
At the meeting of the trustees of the American Con- 
ference on Hospital Service held Wednesday evening, 

March 9, several important resolutions were adopted. 

One of the resolutions states that it will be the general 
policy of the trustees of the Conference to recommend for 
membership in the Conference only such national organi- 
zations as are, in its judgment, properly qualified by or- 
ganization and field activities, and as manifest sufficient 
interest in the work of the Conference fully to justify 
membership. 

Another resolution provides that, inasmuch as the Con- 
ference has adopted a broad program of general policy in 
order that the constituent members may be assured 
against hasty or ill considered action which might seem 
to trespass upon the province of any constituent mem- 
bers, the president of the Conference appoint a special 
committee to formulate the procedure by which the Con- 
ference shall determine upon, adopt, and advocate specific 
policies, standards, or approved methods of hospital serv- 
ice. This committee will report to the trustees, who in 
turn will place the report before the next meeting of the 
Conference with such amendments and comments as may 
in their judgment seem wise. 

It was further decided that in the formulation of this 
procedure all reasonable precaution shall be given to the 
constituent members of the Conference against hasty ac- 
tion, or action of doubtful propriety in any field in which 
a member is actively or inherently interested, without the 
active participation of such member in the discussion or 
without every opportunity being given such member to 
be heard fully on the question. The procedure to be formu- 
lated, moreover, will forbid the publication of any adopted 
policy, standard, or approved methods, unless accompanied 
by the minority report or substitute, presented by mem- 
bers actively or inherently interested in the question, if 
such minority report or substitute is presented. 

The draft of by-laws for the Hospital Library and Serv- 
ice Bureau presented by the library committee was 
adopted. 

Dr. N. B. Colwell was elected a member of the library 
committee to fill the vacancy caused by the resignation 
of Mr. Homer F. Sanger. 





METHODIST HOSPITAL ASSOCIATION MEETS 
IN CHICAGO 

The National Methodist Hospitals and Homes Associa- 
tion held its third annual meeting at Chicago, February 
16 and 17. A summary of the minutes of the last meeting 
and a report of the year were read by the secretary, W. 
H. Jordan of Minneapolis, at the opening session. As 
Mr. J.-E. Holmes of Brooklyn, who was to have spoken 
on “The Where and Why of Methodist Hospitals and 
Homes,” was unable to be present, he asked Dr. N. E. 
Davis of Chicago to speak extemporaneously on the sub- 
ject. Dr. Davis pointed out that the “why” was to be found 
in the spirit of Christianity. The “where” was shown 
much more effectively by maps and charts than words 
alone could have done. There are sixty-nine Methodist 
hospitals in the United States today, and 160 hospitals 
and homes. The maps were not complete, Dr. Davis 
explained, because things have been moving too fast to 
make that possible unless they could be altered every day. 
There have been eighteen institutions established in the 
last six months, which were not included in these figures. 

A discussion followed Dr. Davis’ speech concerning the 
location of hospitals, the importance of not placing them 
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so close together that each cannot accomplish the. maxi- 
mum of service possible, and the necessity of allowing 
the need of the community and not the desire of a 
particular association to determine the placing of the 
hospital. 

On Wednesday afternoon Dr. Frank C. English of 
Cleveland, O., read an interesting paper on the “Correla- 
tion and Cooperation of Protestant Denominational Hos- 
pitals and Homes,” in which he gave illuminating statis- 
tics regarding the number of hospitals and homes in the 
United States, with particular reference to those main- 
tained by Protestant denominations. He also outlined the 
organization and program of the Protestant Hospital 
Association, indicating that in the organization of the 
Association there were four main departments devoted 
to coordination of denominational hospital activities— 
education, particularly of nurses; equipment and archi- 
tecture; service; and finance. 

Dr. N. E. Davis of Chicago followed with an address 
on the “Relation of the Board of Hospitals and Homes 
to the Individual Institutions,” in which he indicated the 
specific province and limitations of the Methodist Board 
of Hospitals and Homes. The activities of this board 
are devoted to making surveys and studies, collecting and 
transmitting authoritative information, and rendering ex- 
pert service along architectural and financial lines. 

The session concluded with an address by Mr. J. M. 
Hancher of New York City on “Methods of Finance and 
Financial Campaigns.” 

On Thursday morning, February 17, after a short talk 
by President E. S. Gilmore on the magnitude of the serv- 
ice which is possible in any hospital, Ralph Welles Keeler 
of New York City read an extremely interesting paper on 
hospital publicity, “Putting Hospitals and Homes into the 
Hearts of the People.” He mentioned all of the channels 
of publicity open to the hospital, showing how each one 
could be used to the best advantage, placing especial 
emphasis on personal letters, filled with the personality 
of the hospital, and hospital notes in the local papers. 
Mr. Keeler gave concrete examples to make everything 
he said very vivid and convincing. 

Mr. C. W. Woods of Indianapolis spoke on “Hospital 
Standardization.”” He began by saying that hospitals are 
the most chaotic institutions which we know in America 
today. That is due, he continued, to the fact that they 
are still young and that they are very many sided. This 
condition must end, however, and the standardization sug- 
gested by the American College of Surgeons is undoubt- 
edly the way to end it. If in the judgment of experts, 
hospitals are falling short of their greatest service to 
humanity, it is time that they left their “lawless” condi- 
tion. Mr. Woods made a plea for a different word than 
standardization, for he said that he did not feel that this 
expressed exactly the right thing, and that we are becom- 
ing altogether too standardized. You cannot standardize 
hospitals in the exact sense of the term, any more than 
you can standardize people. But Mr. Woods, in conclu- 
sion, asked the Association for a written expression of 
an intention to adopt as quickly as possible the thing 
which is meant by standardization. 

The Association was entertained at the Wesley Memo- 
rial Hospital at lunch, and held its closing session there. 
Mr. J. B. Jones of Delaware, O., and Miss Alice Thatcher 
of Cincinnati spoke on “Standardization of Homes and 
Training Schools”; C. W. Williams of Boston gave “Prac- 
tical Suggestions on Building, Equipment, and Coopera- 
tive Buying”; and the session closed with an address by 
Bishop Shepard, of Portland, Oregon, on “The Challenge 
of the Future.” 
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CLEVELAND STUDIES ITS HOSPITAL AND PUBLIC 
HEALTH FACILITIES* 


CLEVELAND SURVEY SUGGESTS A BASIC 
COURSE FOR NURSES 


By MARY M. ROBERTS, The Bancroft, New York City. 

The Cleveland Hospital Council has performed a valu- 
able service for nursing education by publishing the re- 
sults of its comprehensive Hospital and Health Survey, 
at a time when many plans are being made for meeting 
the increasing demand for nurses. For the first time in the 
half century of struggle from the system of apprentice- 
ship toward full professional status, schools for nurses 
have had the searching light of inquiry thrown upon 
them and have been evaluated according to certain defi- 
nite standards. 

One pauses to admire the courage and social vision of 
the Cleveland health workers which has made this scien- 
tific analysis possible, and it is only logical to predict 
that this unusually generous and cooperative spirit will 
speedily result in radical reform. 

The work of the investigators was based on the con- 
cept of the school for nurses as an educational institution, 
with the same need of hospital service that is found in 
the medical school. This at once brought out the neces- 
sity for sharply differentiating between the education of 
nurses, and “nursing the hospital,” and of treating each 
problem separately. Cleveland schools seem fairly typical, 
both in spirit of devotion and in educational weakness, 
of American training schools. It therefore seems probable 
that every training school in the country will want a copy 
of the “Nursing Section” in order to begin a similar self- 
analysis. 

Educational methods were found to be faulty and waste- 
ful. For example, student records showed practice most 
imperfectly correlated to theory and time spent on sur- 
gical services out of all proportion to its educational value 
indicate that Cleveland students may spend from two to 
eight hours daily, “as occasion arises,” in non-educational 
duties of a routine or housekeeping character! 

Cleveland is justly renowned for its public health work, 
but few students have the advantage of this affiliation. 
The same oversight is true of opportunities for training 
in the care of communicable diseases, and for clinic serv- 


*On page 92 of the January, 1921, issue we announced the com- 
pletion and publication of the Cleveland Hospital and Health Survey 
and published a brief review, dwelling particularly on the volume (one 
of eleven) devoted to the hospitals and dispensaries of Cleveland. 
Such is the outstanding importance of this study, however, that THE 
MopERN HOSPITAL has decided to publish reviews by well qualified 
writers of the various volumes which comprise this study. The three 
articles in this issue by Miss Gertrude B. Knipp, Miss Mary M. 
Roberts, and Mr. Jules Schevitz comprise the first group of these 
reviews. Others will appear in the May and June issues. 


ice. The need of a broader curriculum is dwelt upon and 
the importance of providing larger numbers of well 
educated instructors and administrative nurses is force- 
fully stated. An improvement in teaching equipment 
is shown to be almost imperative. These are only a few 
of the outstanding points in a carefully detailed study, 
but they are sufficient to indicate the basis for recom- 
mendations. 

Cleveland has thirteen registered schools with a wealth 
of clinical facilities. It has an open minded university 
that has already proven itself most sympathetic to nurs- 
ing. It has workers “with the eyes to see and the will 
to do.” The first recommendation of the survey, there- 
fore, is that a central school be established in the uni- 
versity with the same status as other undergraduate 
schools. This would insure instruction and supervision 
of university quality. It would mean also that the work 
would all be credited toward a degree. 

“In order to obtain the necessary ward practice, the 
training school should make contracts with the several 
hospitals, whereby the latter should agree to receive stu- 
dents for training in specified branches of nursing; affi- 
liating hospitals should be required to meet the standards 
of instruction and conditions of work established by the 
university, in order that the training shall be of a grade 
equal to that furnished in practice fields of other schools 
of the university.” 

The university entrance requirement will, by many, be 
considered prohibitive, but Cleveland’s figures show that 
83 per cent of the students now in training in five schools 
are high school graduates. 

Such a plan would make it possible to offer to all stu- 
dents a “basic course” of approximately two years and 
four months, leading to a diploma. This course, shortened 
in time by the elimination of non-educational duties, would 
not be materially curtailed in content, but specific recom- 
mendations for a curriculum for a basic course are with- 
held until the completion of the national survey now being 
conducted. 

Nurses completing the basic course would be available 
primarily for bedside care, and the “shortened course” 
would thus meet the requirements of the student who is 
unwilling or unable to give a longer time to preparation, 
and would also help to fill the ranks for private duty. 

Such a school, with its extensive resources, could readily 
provide courses for those who wished to continue (or to 
return) in preparation for administrative or teaching 
positions, for public health work, or for specialties in 


Adv. Page 56 





April, 1921 








THE MODERN HOSPITAL 














-CALIFO 


An Unusual Introduction 


“We judge a man largely by the company 
he keeps.” 


Does it not also follow that we judge a prod- 
uct by the folks who use it? 


Our ledgers show that more than one 
hundred Hospitals and Institutions (ranking 
first class and nationally known) have used 


CALIFO BRAND Fruits and Vegetables con- 


tinuously for more than ten years. 


We will furnish names and gladly refer you 
to any of these old friends, if you wish to know 
more about our large line of high grade fruits 
and vegetables and our specialized service, or 
we will deliver to your Institution one can each 
of twelve CALIFO varieties in big economy 
cans or in small cans at actual production cost 
for your personal inspection. 


Send for the trial case of our 1920 pack and 
let’s get acquainted. 


New price list is now ready for mailing. 


THE COAST PRODUCTS CO. 


Saint Louis 








Consult the 1920 Year Book for Catalog information 



















396 


private duty. These courses, in combination with certain 
cultural courses, would make it possible to secure both the 
diploma and the bachelor of science degree within a total 
period of five years. Thus provision is made for meeting 
all of the varied demands upon a rapidly growing pro- 
fession. 

The investigators believe that the dignity and worth 
of sound educational procedure, if coupled with suitable 
living conditions and reasonable hours, will attract the 
increased number of students so necessary to meet the 
ever growing demands of that public which nurses are 
privileged to serve. The plan seems one capable of put- 
ting Cleveland in the van of the whole field of nursing 
education, “an enviable position she already occupies in 
certain aspects of it.” 


A PROGRAM FOR CHILD HEALTH 


By GERTRUDE B. KNIPP, Executive Secretary, American Child 
Hygiene Association, Baltimore, Md. 


To workers in the field of child hygiene, the special 
significance of the section of the Cleveland Hospital 
and Health Survey Report which deals with the 
health of mothers and children lies not in its evaluation 
of local conditions—interesting as that evaluation is— 
but in the carefully elaborated, well rounded program 
for future child health work which accompanies it. The 
report was prepared by the director of the infant and 
maternity survey, Dr. S. Josephine Baker, chief, Bureau 
of Child Hygiene, Department of Health, New York City, 
and credit is given to special studies made by Gertrude 
Sturges, M.D., Michael Davis, Ph.D., Anna Richardson, 
M.D., Miss Josephine Goldmark, Miss Elizabeth Fox, Miss 
Janet Geister, and Miss Florence V. Ball. It constitutes 
Part III of the complete report, and is published under 
the title “A Program for Child Health.” 

The Survey does not attempt to give the historical de- 
velopment of child hygiene in Cleveland, but begins at 
once with a brief analysis of the work as it is carried 
on at the present time; a discussion of the basic needs, 
and recommendations as to measures which should be in- 
stituted to obtain more effective results. Reference is 
made to the four great features of Cleveland’s child car- 
ing program: (1) The prenatal and maternity services 
for expectant mothers, originating in the work of the 
Maternity Hospital, and now shared in by other hospital 
and nursing agencies; (2) The Babies’ Dispensary, which 
serves the whole city in the diagnosis and treatment of 
the ills of infancy; (3) The prophylactic baby hea!th 
stations of the divisions of health, which serve by teaching 
mothers how to keep well babies well; (4) The system of 
school medical inspection, under the board of education. 
The creditable infant mortality rate, the widespread pub- 
lic interest in the necessity for the correction of physical 
defects, and the resources for maintaining children’s 
health are pointed out as logical results of these activities. 
The Survey has emphasized, however, according to the 
report, “lack of strong central control and effective co- 
ordination of the activities for child welfare as a whole.” 

To secure coordination and continuity the initial steps 
recommended are: First, the establishment of a Central 
Child Hygiene Council as a part of the general health 
organization of public and private agencies that is pro- 
posed for the City of Cleveland, the Council to be repre- 
sentative of every private and public agency dealing with 
any phase of health supervision. 

Second, closer cooperation between the divisions of 
health and board of education (the medical inspection of 
schools being under the control of the latter board), and 
between these public departments and private health agen- 
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cies, the latter to be secured through appropriate repre- 
sentation in the committees of the Central Child Hygiene 
Council. The Council itself is to act in an advisory 
capacity. 

Special recommendations, all of which repay the most 
careful study, are made for each functional group, from 
the prenatal period through adolescence. The follow- 
ing are of particular interest because of the attention 
that is focused at present on the age groups indicated, 
largely as a result of the findings of the draft examina- 
tions. 

Pre-school Age: The importance of caring for this 
group is emphasized, and it is pointed out that the great- 
est gap in continuous supervision of child health occurs 
in this field. It is recommended that immediate steps be 
taken to provide facilities for such supervision through 
health centers under the division of health, as a continu- 
ation of the work of infant care. 

School Age: In order that the health of the child of 
school age may be adequately protected it is recommended 
that there be coordination of all services dealing with 
health: that is, of the departments of school medical in- 
spection, physical training, sanitary supervision, and the 
teaching of health education, under the control of a single 


- individual, a full time employee, and preferably a physi- 


cian, at a suitable salary. 

It is further recommended in this connection that phys- 
ical examinations be made of all pupils in the school in 
the following order: (a) Children entering school for the 
first time. (b) Children especially referred by teachers 
or nurses. (c) Children in the third grade. (d) Chil- 
dren in the sixth grade. The latter are urged as strictly 
preventive measures, extensive investigations having 
shown, as the report points out, that the number of phys- 
ical defects found in school children reach their height 
in the ten to twelve year period, and that the time to 
detect physical defects is, therefore, when they first ap- 
pear or when they are increasing in frequency. 

The importance of undernourishment, with its resultant 
defects, is duly considered, and it is recommended that at 
the time of physical examination every child have its 
weight and height recorded with its degree of undernour- 
ishment, that the undernourished child have individual 
health instruction from a doctor or nurse in the school, 
and its school life adjusted to meet its particular needs. 

Health Records: It is recommended that the child’s 
health record be continuous and reach from the health 
center, through the pre-school age, school age, into the 
junior high school or high school, or even follow the child 
until its entrance into industry. 

Health Education: In view of the fact that “health 
education of all children may be regarded as the most 
important part of any program of health supervision,” 
and that the most important fundamental provision for 
community health in the future lies in each child’s gaining 
and applying the knowledge which is essential for the 
maintenance of personal health and for the extension of 
those forces which promote the health of the people as 
a whole, it is recommended that health education be consid- 
ered a function of the teaching staff; that a complete plan 
of such education throughout the school system be worked 
out, and that health education be compulsory, not elective. 

The mere fact that the Survey was undertaken in one 
of the cities that pioneered in child hygiene activities, 
marks a distinct advance in this phase of public health. 
Child hygiene as a definite part of the public health pro- 
gram has had its principal development in the last dec- 
ade. Like other features of the larger program for public 
health, each initial activity has been undertaken in re- 
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sponse to an immediate need or as a result of the stimulus 
of a suddenly aroused social conscience, and the develop- 
ment has been from such nuclei rather than accord- 
ing to a prearranged, definitely articulated plan. The 
recommendations of the diagnosticians who were called 
upon to study the Cleveland situation furnish such a plan 
and give perspective to the whole field. 

As to the actual findings of the Survey, it must be re- 
called that it was undertaken soon after the close of the 
World War, when nearly every activity throughout the 
country that was concerned with the health of mothers 
and children was crippled or retarded through the short- 
age of doctors and nurses. In this respect, the picture 
of local conditions, and of their constructive needs, ap- 
plies with equal fidelity to practically every city or town 
in the country. The recommendations as to a construct- 
ive program are equally applicable to these other com- 
munities. In this way, the program becomes a working 
manual, not simply for the group concerned with the 
improvement and conservation of child health in Cleve- 
land, but for all groups that are dealing with similar 
problems. 





TUBERCULOSIS IN CLEVELAND 
By JULES SCHEVITZ, Executive Secretary, Oklahoma State Hospital, 
Oklahoma City, Okla. 

No better choice could have been found for the conduct 
of’ this important branch of the survey than Dr. Donald B. 
Armstrong, executive officer of the Framingham (Mass.) 
Community Health and Tuberculosis Demonstration. 

Dr. Armstrong divides his report into three sections: 
the statistical record of tuberculosis in Cleveland, the 
general provision for attack and defense against tuber- 
culosis, and the special provisions for fighting tubercu- 
losis. Cleveland’s death rate from tuberculosis has wit- 
nessed an almost steady decline up to the year 1900, and 
since then the tendency has been upward. This increase 
is particularly noticeable during the period 1914 to 1917, 
when the death rate increased from 131.7 to 174.0 per 
100,000. However, the average rate for Cleveland com- 
pares very favorably with other cities of its size. 

The ratio of reported cases of tuberculosis to annual 
deaths during a given year was four and seven-tenths to 
one in Cleveland. In Framingham, Mass., this ratio was 
increased to nine to one. Of a group of 500 cases classi- 
fied according to the stage in which they were reported 
by the physicians, 51 per cent were reported in the first 
stage; of another group of 500 cases at the health centers, 
43.6 per cent were classified as early cases. In Framing- 
ham, where a special effort has been made to encourage 
prompt reporting, the percentage of early cases has aver- 
aged 74 per cent during the last three years. “It is evi- 
dent,” concludes Dr. Armstrong, “that something could be 
done to improve upon this factor. The discovery of the 
disease in its early stages, in order that treatment may 
be applied when most effective, is of vital importance in 
the control of the disease.” 

One of the most interesting phases of the entire report 
deals with a study of milk consumption. Nutrition is of 
basic importance in the incidence of disease and is prob- 
ably of special importance in the causation of tubercu- 
losis. It was found that 920 families were taking 1,480 
quarts of milk a day, or 1.61 quarts per family. The 
920 families included 2,852 children, and an the basis of 
one quart per child per day, and one pint for general 
family needs, the total daily requirements would be 3,312 
quarts. Consequently the families received 44 per cent 
of the amount of milk necessary, or at least desirable. 
Considering the nutritional properties of milk, particu- 
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larly in the child’s diet, every effort should be made to 
increase the milk consumption. The Consumers’ League 
of Ohio proposes to undertake the installation of milk sta- 
tions throughout the city where milk will be sold at cost. 

Cleveland has numerous provisions for fighting tuber- 
culosis. Through its division of health, seven health 
centers are maintained, and at each, five tuberculosis 
clinics are held weekly, one session being at night. The 
physicians in charge are for the most part young men 
who have had no special training for their work. In 1920 
Cleveland provided eight hours of tuberculosis clinic serv- 
ice per week per 100,000 population, while Boston offered 
twenty hours, Philadelphia thirteen hours, New York and 
Cincinnati ten hours, St. Louis nine hours, Buffalo six 
hours, and Detroit five hours. The Bureau of Tuberculosis 
was without a head further handicapping the work. 

A study made of the effectiveness of the nursing work 
in Cleveland as it touches the tuberculosis problem, indi- 
cated that active cases were not visited with sufficient fre- 
quency, (once a month or less); arrested cases, suspect 
and contact were seen only once in two to six months; that 
the individual nurses have too many cases and too large 
a territory to cover; and that the pressure is too great to 
permit of much activity on the part of the nurse in the 
direction of finding new cases. Dr. Armstrong expresses 
the general concensus of opinion that the generalized form 
of nursing provides many advantages to offset the few 
defects, even from the tuberculosis point of view. 

The institutional provision for pulmonary cases consists 
of the Warrensville Sanatorium with a capacity of 254 
beds for early cases, maintained by the city, twenty-three 
beds set aside at the Ohio State Sanatorium, 100 beds for 
advanced cases at the City Hospital, six beds at the state 
insane hospital, and ten beds scattered among the general 
hospitals, making a combined capacity of 393 beds. The 
equipment and management of the Warrensville institu- 
tion is highly praised, while deficiencies are noted in the 
case of the City Hospital. For nonpulmonary diseases 125 
beds are available, making a total provision of 518 beds. 
Between ten and twelve hundred persons die annually of 
tuberculosis, and basing the available bed capacity on the 
ratio of one bed for each annual death, there should be in 
Cleveland a minimum of one thousand beds. The addi- 
tional provision should be used to increase the facilities 
for early cases, for advanced cases, for children with open 
active tuberculosis, for surgical cases, and also to estab- 
lish a preventorium for children under five years of age. 

The chief deficiencies in Cleveland’s machinery are in 
the field of detection and treatment of tuberculosis, educa- 
tion and organization. In order to supplement the exist- 
ing machinery for the detection of tuberculosis, Dr. Arm- 
strong recommends a postgraduate training course in 
tuberculosis at Western Reserve Medical School, the estab- 
lishment of an expert consultation service, and routine 
examination among infants, in schools and factories. A com- 
plete educational program should include education against 
infection, against disease, and against mortality, these be- 
ing the three modes of controlling the tuberculosis problem. 

With reference to improvement in organization, it is 
recommended that a full time chief for the bureau of 
tuberculosis be appointed, that increased attention be 
given to the study of tuberculosis by the bureau of statis- 
tics, that there be a material increase in the public health 
nursing staff, and that the Anti-Tuberculosis League 
carry on an intensive health educational program. 

It is the belief of Dr. Armstrong that Cleveland will in 
time adopt these recommendations for “Cleveland pos- 
sesses the knowledge, the resources, and the spacious- 
minded leadership essential to the task.” 
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